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OPERATIVE SURGERY AND TECHNIQUE 


Escudero, P.: Occlusion of the Mesenteric Vessels 
as a Postoperative Complication (Obliteraci6n 
de los vasos mesentéricos como complicaci6n post- 
operatoria). Rev. Asoc. méd. argent., 1918, xxxix, 625. 

Occlusion of the mesenteric vessels usually begins 
suddenly with abdominal pain or at least peri-um- 
bilical tympanism, local or generalized, a very 
rapid and weak pulse, variable gastro-intestinal 
disturbances, vomiting, hamatemesis, constipation 
or diarrhoea, dyspnoea, slight cyanosis, and varia- 
tion in temperature. The condition may occur 
immediately after an operation or after a period of 
latency which may last for several days. 

The differential diagnosis must take into con- 
sideration peritonitis, acute dilatation of the 
stomach, acute hepatorenal insufficiency, and acute 
pancreatitis. 

The prognosis of occlusion of the mesenteric 
vessels is always grave. All postoperative cases 
have been fatal. 

Early operation is the only treatment which 
gives a chance of recovery. 

The author gives the histories of three of his own 
cases, two of which ended fatally within three days 
after an abdominal operation. The third case de- 
veloped a month after operation and also ended 
fatally. In the literature up to 1913, he found 360 
cases of post-operative thrombosis of the mesenteric 
vessels, only 13 of which were correctly diagnosed. 
In two of his own cases the vessels showed signs of 
syphilitic involvement. W. A. BRENNAN. 


ASEPTIC AND ANTISEPTIC SURGERY 


Whittingham, H. E., and Glasg, C. B.: The Occur- 
rence of Morgan’s Bacillus in Chronic Dis- 
charging Wounds. Brit. M.J., 1919, i, 306. 

At the Poor Law Infirmary it was observed that 
certain patients with deep wounds did not do well 
but developed chronic discharging sinuses with a 
foul-smelling discharge and general toxamia. 


To determine the causative factor, a bacteriologic 
examination was made of the wounds of all new 
patients on admission and repeated weekly. The 
initial findings showed usually a mixed infection of 
staphylococcus and streptococcus viridans, and 
occasionally B. pyocyaneus and B. perfringens. 
In about two weeks 5 out of 20 cases revealed the 
presence of Morgan’s No. 1 bacillus which soon 
became the predominant organism and gave to the 
wounds the appearance noted. Its characteristics 
were usually constant, viz., it was Gram-negative, 
feebly motile, fermented glucose with the production 
of acid and some gas, did not change lactose, sac- 
charose, mannite or dulcite and rendered litmus milk 
slowly alkaline. 

Indol production was distinct in all but one case. 
Examinations of the feces were negative for organ- 
isms of the dysentery group. The dressings used 
were not contaminated. Agglutination of the 
isolated bacilli with the patient’s serum was negative 
except in one case in which a dilution of 1 to 40 was 
positive. Four patients responded well locally and 
generally to autogenous vaccines after 4 or 5 inocu- 
lations. 

The source of the infection was unknown, but 
contamination through dust was considered a possi- 
bility. E. M. Miter. 


ANZSTHETICS 


Spick: General Anesthesia in War Surgery by 
the Pellot Apparatus (L’anesthésie générale en 
chirurgie de guerre avec l’appareil de Pellot). Bull. 
méd., Par., 1919, XXxiii, 176. 


War surgery calls for an anesthetic which induces 
anesthesia rapidly, does not cause vomiting, can 
be used for “‘gassed’”’ patients, will not increase 
existing toxicity, and is without danger when ad- 
ministered by assistants who are not trained 
anesthetists. 

After many trials Pellot succeeded in preparing an 
agent possessing these qualities and a special ap- 
paratus for use in administering it. Pellot’s anes- 
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thetic consists of a mixture of ethylchlorid, ether, 
and chloroform in the proportions for each 20 cc. 
of 15 cc. of ethylchlorid, 3 cc. of ether, and 2 cc. 
of chloroform. 

According to Spick, anesthesia can be obtained 
by Pellot’s method in fifteen minutes with 20 cc. of 
the mixture, re-awakening is easy, and subsequent 
complications are rare. 

Since April, 1918, Spick has used the Pellot 
apparatus in all of his cases of war surgery, number- 
ing 584 and including laparotomies. In 564 cases 
the anesthesia induced was perfect and not attended 
with nausea, in 8 it was only moderately good, and 
in 12 cases, poor. In 6 other cases there were slight 
disturbances. The method he considers an improve- 
ment and suitable for all types of operations which 
can be performed rapidly. W. A. BRENNAN. 


Aloi, V.: The Mechanism of the Action of Chloro- 
form (Sul mecchanismo d’azione del chloroformo). 
Riforma med., 1918, xxxiv, 890. . 


Clinical experiments have led Aloi to conclude that 
chloroform anesthesia causes in man an increased 
elimination of urea, nitrogen, and ammonia. After 
two or three days the nitrogenous output tends to 
become normal. Protracted chloroform anesthesia 
causes the appearance in the urine of sugar, B- 
oxybutyric acid, di-acetic acid, acetone, and often 
albumin. Aloi has been able to demonstrate the 
presence of 8-oxybutyric acid in the urine directly. 
Chloroform causes fatty degeneration in the organs 
and very probably acidosis, but further work is 
necessary to throw light on these points. 

W. A. BRENNAN. 


SURGICAL INSTRUMENTS AND APPARATUS 


Osgood, R. B.: Bone and Joint Casualties and the 
Transport Splints. Pennsylvania M. J., 1919, 
XXii, 205. 

In any serious injury of the bones and joints, 
shock and infection play a most important part, and 


SURGERY OF THE 


HEAD 


Schnoor, E. W.: The Hypophysis and Hypophyseal 
Disease. J. Michigan M. Soc., 1919, xviii, 87. 


Our knowledge concerning the pathology of the 
hypophysis is limited practically; to neoplasms. 
Munzer classifies the pathologic processes as 
follows: (1) atrophic conditions, (2) hypertrophic 
and hyperplastic conditions, and (3) tumors. 

Tumors may excavate the sella turcica, open the 
sphenoid sinus and discharge cerebrospinal fluid 
from the nose. Moreover they may infiltrate the 
surrounding brain tissue or, as they increase in 
size, compress adjacent parts. As a rule the malig- 
nancy of pituitary tumors is relatively low and 
their tendency to metastasize very slight. Specific 


since trauma materially affects both, it is the first 
duty of the surgeon to lessen trauma by every pos- 
sible means. Proper splinting materially decreases 
it and is therefore most important. 

The first essential in good splinting for transport 
the author believes is the comfort of the wounded 
man. If the splint gives him ease from his wound- 
pain and does not add other discomfort, it meets the 
first requisite. 

The splints must also fulfil the mechanical pur- 
poses for which they are applied. 

The design of the splints must be simple and they 
must be light in weight in order that they may be 
manufactured in large quantities and easily trans- 
ported. 

For fractures of the long bones and certain joint 
injuries it is extremely desirable that they embody 
the two principles of fixation and traction: fixation, 
to protect the injured structures and to retain proper 
alignment after alignment has been secured; traction, 
to bring about muscular relaxation with the object 
of diminishing pain by inhibiting involuntary con- 
traction which results in malposition. Traction 
also assures proper alignment by a pull in the direc- 
tion of a normal anatomical line. It is in itself a 
method of immobilization and prevents the dis- 
placement of the bone fragments and the conse- 
quent laceration of the nerve, muscular, and vas- 
cular tissue. 

To be practical for transport, the tracture must 
be integral. That is, it must obtain its tension by 
having one end of the splint placed against a fixed 
point from which it cannot slip, e.g., the groin or 
axilla, while the counter-point to which the ex- 
tension bands are fastened is the notched end of the 
splint itself. 

Ideally the transport splint should be a sufficiently 
accurate mechanical device to be used as a perma- 
nent splint and to be relied upon to bring about a 
satisfactory end-result when other and more com- 
plicated methods are not available. 

H. J. VAN DEN BERG. 


HEAD AND NECK 


hypophyseal symptoms, symptoms due to disturb- 
ances of the internal secretion, may occur alone 
or in combination with symptoms which are due 
to enlargement of the gland and alter the intra- 
cranial relations. 

Among the conditions supposed to be related to 
the pituitary gland are acromegaly—hyperpituitar- 
ism, gigantism, leontiasis ossea, and Frdéhlich’s 
syndrome — hypopituitarism, adiposis dolorosa, and 
diabetes insipidus. 

The treatment of pituitary lesions lies chiefly in 
the realm of surgery. Cushing has treated some 
patients with the glandular extract and has ob- 
served notable improvement, especially in cases of 
hypopituitarism. Recently Cauvin reported a case 
of acromegaly due to a neoplasm of the hypophysis 
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in which there were marked visual disturbances. 
This patient, when treated with the extract and 
the X-ray, had marked improvement of vision and 
was relieved of the intracranial pressure. There 
was no improvement, however, in the acromegaly 
and amenorrhea. 

Indications for operative procedure differ some- 
what with the surgeon. Cushing and Hochenegg 
have operated in a few cases of active acromegaly 
with some beneficial result, but in Cushing’s 
case the improvement was only temporary. In 
von Eiselsberg’s opinion simple acromegalic or 
dystrophic adiposo genitalis without increased 
intracranial pressure or visual disturbances is not 
an indication for operation. Neither are cases in 
which minor visual disturbances are found on 
frequent observation by an oculist to be stationary 
or cases of irreparable ocular conditions without 
headache or with mild headache which yields to 
narcotics. 

There are two modes of approach to the hypo- 
physis, the intracranial route and the extracranial 
or transsphenoidal route. Operations on the hypo- 
physis are extremely difficult and dangerous, the 
gland being quite inaccessible, the possibility of in- 
fection great, especially if the ‘transsphenoidal route 
is employed, and brain trauma liable if the intra- 
cranial route is used. The surgical procedure varies 
with conditions which are indicated by symptoms, 
signs, and X-ray findings. The intracranial route is 
especially useful in cases of neoplasms which extend 
into the brain as it affords a much better view 
than the transsphenoidal route. 

In the transsphenoidal route several modes of 
approach are in use: (1) The infranasal route; (2) 
the supranasal route; (3) the oronasal route; and 
(4) the endonasal route. 

Kanavel has recently employed a_ different 
method, a U-shaped incision being made through 
the nasolabial margin of the face, the nose turned 
up, and entrance gained into the inferior part of 
the nasal cavity. The septum is partially removed 
submucously, the interfering attachment of the 
perpendicular plate of the ethmoid and vomer bitten 
away, and the sphenoid cells and sella opened. The 
attachment of the vomer to the sphenoid is used as 
a guide to the median line. Careful X-ray study 
always precedes the operation. 

Halstead makes the initial incision in the mucosa 
beneath the upper lip and then proceeds through the 
nose according to Kanavel’s method. Cushing has 
adopted the Halstead-Kanavel route. In some cases 
in which difficulty was encountered in administering 
the anesthetic Halstead and Cushing have per- 
formed a preliminary tracheotomy. 

Von Eiselsberg has operated on 16 patients, 
3 males and 13 females, whose ages ranged from 
18 to 52 years. Eight cases were of the Fréhlich 
type, 6 acromegaly, and 2, a combination of both. 
Four patients died from meningitis. Beneficial 
results are not reported. 

Hirsch has operated on 26 patients, with 3 


deaths, a mortality of 11.5 per cent. Kanavel’s 
method has been employed in 32 cases with a 
mortality of 37 per cent, and Schloffer’s method in 
45 cases, with a mortality of 37.8 per cent. Cushing 
has used the transsphenoidal route 29 times. Four 
patients died, a mortality of 12.7 per cent. 

Cushing states that the results of surgical inter- 
vention in most cases of disease of the hypophysis 
consist only in the relief of regional symptoms and 
palliation of the increased intracranial pressure. 

G. W. Hocnrein. 


Dandy, W. E.: Ventriculography Following the 
Injection of Air into the Cerebral Ventricles. 
Am. J. Roentgenol., 1919, vi, 26. 


Experiments were made first in injecting into the 
lateral ventricles of dogs various solutions which 
are opaque to the X-ray. These always ended 
fatally. The use of air to demonstrate the ventricles 
was suggested by the clear outline given by gas- 
filled intestines overlying bone, and the air-filled 
sinuses of the head. 

To obtain the roentgenogram it is necessary to 
remove at least more cerebrospinal fluid than the 
contents of one ventricle and replace it with an equal 
amount of air. 

Before the fontanels close the ventricular puncture 
is made through the interosseous defect; later it is 
necessary to make a small opening in the bone. 

Air and water in a ventricle behave exactly as 
they would in a closed flask. Following any change 
in position, the fluid gravitates to the most de- 
pendent part and the air rises to the top. Owing to 
the free communication through the foramen of 
Monro, fluid and air will readily pass from one 
ventricle to the other. For practical purposes, 
enough fluid can be removed through one correct 
puncture from the anterior part of either ventricle. 

The head should be placed face downward and 
part ally rotated so that the ventricle to be aspirated 
is beneath and the needle enters at the most de- 
pendent point possible. The exchange of air for 
fluid must be made accurately. If the air injected is 
greater in volume than the fluid withdrawn, acute 
pressure symptoms will result. To obtain accuracy 
a record syringe with a 2-way attachment is used. 
A small quantity (20 cc.) is aspirated and an equal 
amount of air injected. This is repeated until all 
the fluid is removed. Roentgenograms (“‘ventricu- 
lograms’ *) are made in the lateral and vertical 
positions (occiput to the plate). 

At least twenty injections have been made, the 
amounts of air injected varying from 40 to 300 cc., 
the. larger quantities in cases of internal hydro- 
cephalus. Only once has there been any reaction, 
and in this case the injection (300 cc.) was made 
after the first stage of an operation for cerebellar 
tumor. The reaction, which consisted of a rise in 
temperature, nausea, vomiting and increased head- 
ache, was relieved after the release of the air by 
lumbar puncture. Ten days later a large cerebellar 
tumor was removed. The patient recovered. 
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The patients were all children whose ages varied 
from 6 months to 12 years. Invariably the lateral 
ventricle was sharply outlined in the roentgenogram. 
In two instances the third ventricle and the foramen 
of Munro were visible. 

Practical value is expected from the. injections 
principally from the shadows of the lateral ven- 
tricles. The air shadow diminishes day by day and 
finally disappears, acting in no way differently from 
the air included in every intracranial operation. 

The author summarizes as follows: 

The outlines of the lateral cerebral ventricles can 
be sharply outlined by the roentgen ray if air is 
substituted for cerebrospinal fluid. 

The injection of air into the ventricles had no 
deleterious effect in 20 cases. 

Ventriculography has already been proved to be 
most useful in the diagnosis of many’ intracranial 
conditions. In cases of internal hydrocephalus it is 
invaluable. D. R. Bowen. 


Glénard, R., and Aimard, J.: Traumatic Aerocele 
of the Brain (Aérocéle traumatique du cerveau). 
Presse méd., 1919, xvii, 123. 


A soldier received a bullet wound in the head, the 
orifice of entry in the forehead being small and to the 
left and the orifice of exit being large, about 7 cm., 
and situated in the left temporal fossa. 

There were three stages in the evolution of the 
injury. In the first stage there was a small flow of 
cerebrospinal fluid through the temporal orifice. 
After this wound had become definitely cicatrized 
the flow continued through the left nostril. A 
radiograph taken at this time showed a large clear 
space resembling an air pocket in the interior of the 
left frontal lobe. ‘The loss of cerebral substance 
had created a cavity which was filled with air through 
its communication with the frontal sinuses. 

The second stage in the evolution occurred after 
the nasal flow had lasted a month and consisted of the 
formation of a hydropneumatocele. This was 
followed soon by the third stage, the formation of 
an intracranial hydrocele. 

The man died of pulmonary influenza. Autopsy 
confirmed the radiologic findings in every way. 
- In the region of the third left frontal convolution 
and extending down to the second was a cavity of 
25 cc. capacity filled with yellow fluid and closed 
externally by strong adhesions. 

The condition gave rise to no particular clinical 
symptoms and the patient’s mind did not seem to 
be affected. 

This case, according to the author, shows once 
again that the disturbances suffered by those upon 
whom it is necessary to perform a trephination 
are not always in proportion to the extent of the 
cerebral lesions. It was very astonishing, however, 
that in this instance the presence of air, water, or 
both in a space 25 cc. in capacity in the interior of 
the frontal lobe did not cause any appreciable change 
in the patient's physical or mental functions. 

W. A. BRENNAN. 


Lébédinsky, J., and Virenque, M.: Cranial, Maxil- 
lary, and Facial Prosthesis and Surgery (Pro- 
thése et chirurgie cranio-maxillo-faciale). Paris; 
J. B. Balliére et Fils, 1918. 


This volume records the methods and results of 
handling war injuries of the cranium, face, and jaws 
at the center for maxillofacial surgery at Le Mans, 
of which Delageniére is the director, Lébédinsky, 
the chief of the prosthetic service, and Virenque, a 
surgical assistant. In the preface Delageniére points 
out the absolute necessity of collaboration between 
the surgeon and the dental prosthetist in order to 
obtain the best results in these cases. Delageniére 
is the originator of the method of osteoperiosteal 
grafting so successfully employed by the authors in 
the treatment of losses of substance of the cranium, 
large bone cavities in the femur and tibia, ununited 
fractures with loss of substance of the bones of the 
limbs and lower jaw, and repair of the bony skeleton 
of the face. 

The general principles of treatment governing the 
authors in their work are the intimate association of 
the surgical and prosthetic departments and the 
practice of successive and gradual interventions in 
cases of great destruction, which is the only method 
of obtaining a good permanent result. If facial 
lesions are allowed to heal spontaneously grave vital 
complications rarely arise. Secondary hemorrhages, 
pulmonary complications, extensive or diffuse in- 
fections are the exception. On the other hand, under 
these conditions hideous facial deformities sometimes 
result. The treatment therefore should have a 
double object, cosmetic and functional. 

Normal healing should be aided by the different 
plastic methods. Adhesions, cicatricial retractions, 
bone union in bad position are to be avoided. Above 
all, bone continuity at the site of maxillary or facial 
loss of substance should be re-established. The 
treatment should be progressive, proceeding by 
stages, in order to avoid infections or other com- 
plications which are always to be feared from too 
rapid treatment. 

In surgical restoration, the destroyed parts may be 
reconstructed by the classical French, Indian or 
Italian methods, though the authors rarely employ 
the latter. Often by making use of retracted flaps, of 
islets of healthy skin, or by simple undermining of 
cutaneous borders, apparently considerable losses of 
substance may be restored if care is taken to do the 
work progressively in stages. If borrowed flaps are 
required, the authors employ, when possible, frontal 
flaps. The frontal region is a valuable source 
of supply for the repair of all the extensive integu- 
mentary losses of the upper and middle portions of 
the face. For the reconstruction of skeletal lesions, 
osteoperiosteal, bone, cartilage or fat grafts are 
employed. Cartilage and fat grafts are of use only 
as an aid in obtaining a cosmetic result. While they 
have considerable value in the treatment of lesions of 
the upper and middle portions of the face, they are 
not indicated in cases of mutilation of the lower jaw 
in which osteoperiosteal grafts give the best results. 
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Facial reconstruction is considerably complicated 
by the fact that the fractured or destroyed regions 
are in communication with septic buccal or sinus 
cavities. In cases of extensive facial destruction, the 
extrabuccal portion should be reconstructed by 
osteoperiosteal grafts and the intrabuccal portion by 
prosthetic apparatus. Bone reconstruction of the 
extrabuccal portion allows the firm application of the 
intrabuccal piece, and thus the entire lesion is 
admirably repaired from both functional and cos- 
metic points of view. 

The authors have completely rejected the im- 
mediate prosthesis described by Claude Martin as 
it favors nonunion, especially when used in the lower 
jaw. The sole advantage of the method, ie., 
prevention of deformities following large losses 
of substance, is gained just as well and without 
any danger by the application of successive pieces 
of apparatus, less voluminous, and inserted later. 

In cases of fracture of the jaw, the pfosthetic 
appliances serve first of all to reduce the frag- 
ments and then to immobilize them in good position. 
This reduction and immobilization must be perfect 
so that the articulation of the teeth is exact; only in 
this way will normal mastication be possible. 
As soon as union is obtained, the appliances are 
removed. In other cases, prosthetic apparatus is 
permanently inserted to replace the destroyed intra- 
buccal portions of the jaw bones. Such is the 
complex réle that prosthesis plays in the treatment 
of fractures of the jaws. 

A common complication of facial lesions is con- 
striction of the jaws. Attention is drawn to my- 
opathic forms of this lesion, which are very frequent- 
ly encountered and as a rule respond readily to 
mechanotherapy with Lébédinsky’s dilating ap- 
paratus. Cases requiring operation are exceptional. 

In the study of bone lesions, the treatment of loss 
of substance of the cranium is first considered. For 
almost three years the writers have employed 
osteoperiosteal grafts in cranioplasty. The technique 
is simple while the results are excellent and more 
satisfactory than those given by any other method. 

Fractures of the lower jaw hold a principal 
place in the book. In the great majority of cases 
complete and permanent cures are obtained by 
prosthetic methods. The treatment is much more 
complex, however, in cases of ununited fracture 
with loss of substance. In these, the extrabuccal 
portion of the mandible, i.e., the inferior border 
and lower portion of the body of the bone, has to be 
reconstructed by osteoperiosteal grafts to re-estab- 
lish its continuity. The intrabuccal portion should 
be replaced by a permanent prosthetic piece. It is 
needless to ask in this connection whether union in 
bad position is preferable to nonunion or vice versa. 
This question should not arise. What should be 


obtained in nearly all cases is a union in good 
occlusion, and this is possible with the authors’ 
method of treatment. 

The treatment of lesions of the upper jaw and of 
the face in general should not be studied separately. 


The bone destruction in the great majority of cases 
extends from the maxillary region to the malar, 
zygomatic, frontal, and palatal regions. But here 
also the same principles hold as for lesions of the 
lower jaw. The intrabuccal portion requires primari- 
ly prosthetic treatment, while the injury to the upper 
and external regionis repaired by surgical methods. 

One phase only of the large subject of rhinoplasty 
is considered in the book, i.e., lesions of the middle 
portion of the external nose. 

Secondary lesions of vessels of the head and neck 
are discussed at some length, and separate chapters 
are given also to lesions of the cranial nerves and the 
salivary glands. A final chapter is devoted to the 
general principles of the treatment of wounds of the 
soft tissues of the face. 

From a surgical point of view, the most interesting 
feature of the book is the method of osteoperiosteal 
grafting for cranial and mandibular defects first 
described by Delageniére in May, 1916, before the 
Paris Surgical Society. The grafts are always taken 
from the internal surface of the tibia. In cranioplasty 


the choice of the side from which to take the graft is . 


sometimes important because the patient may 
present sensory or motor disturbances of the lowe: 
limb on the side opposite the cerebral lesion which, 
from a psychic viewpoint and to avoid all future 
discussion as to the functional nature of the trouble, 
render it preferable to take the graft from the sound 
side. The operation of cranioplasty by osteoperiosteal 
grafts consists of three stages: (1) preparation of the 
cranial defect; (2) removal of the grafts; and (3) the 
placing and fixation of the graft. 

First stage: Most commonly encountered is the 
case in which the loss of substance is of moderate 
extent, the scalp wound is healed, and there is no 
cerebral hernia at the time of operation. A crucial 
incision is made over the defect, the scar tissue 
removed, and the four flaps of scalp are turned back. 
Delicate dissection is necessary to avoid injury to 
cerebral substance which may be adherent. In 
approaching the base of the flap care must be 
taken to raise only the scalp and not to disturb the 
underlying pericranial aponeurosis. Good hamos- 
tasis is necessary. The four liberated flaps are then 
held apart, thoroughly exposing the region of the loss 
of substance. The dura is rarely found intact; 
usually it is partially or even totally destroyed. 
With the point of a knife or the sharp edge of a 
periosteal elevator the border of the area of loss 
of substance is very exactly outlined, the line run- 
ning 1 or 2 mm. outside the edge of the bone. This 
incision should pass down as far as the external 
table.of the skull. With the periosteal elevator in 
close contact with the outer table of the bone, 
the pericranial aponeurosis and external periosteum 
are raised for about a centimeter all around the 
area in which the loss of substance has occurred. 
The osteoperiosteal grafts will be slid and fixed under 
the pericranium. Nothing then remains but the 
freeing of the edge of the bone orifice from the fi- 
brous adhesions. 
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Second stage: Removal of the grafts. A vertical 
incision averaging 10 cm. in length is made down the 
antero-internal surface of the tibia. The skin edges 
are freed, care being taken not to injure the under- 
lying tibial periosteum. The graft is obtained 
primarily from the upper portion of the tibia, and 
then if need be, from the middle portion. The higher 
the point selected the thicker and more vascular the 
periosteum and the wider the graft can be made. 
When the width of the tibia does not permit cutting 
a graft sufficiently wide to fill the cranial defect, a 
graft double the length desired may be taken, cut in 
two, and the two pieces placed side by side. The 
instruments required for removal of the graft are 
a knife, a thin chisel 1 cm. wide, and a mallet. 
With the point of the knife, the limits of the graft to 
be removed are traced on the periosteum. The 
length of the graft should exceed the size of the 
defect to be filled by at least o 5 cm. at each end. 
With the chisel held vertically, the line traced by the 
knife is gone over, the bone being penetrated 
sufficiently to give the desired thickness to the graft 
which is thus outlined in all its dimensions. In 
order to free the deep surface, the chisel is held 
very obliquely, almost horizontally, with the bevel 
turned toward the bone to give the graft a uniform 
thickness. By proceeding slowly and regularly 
with gentle blows of the mallet, the bone plate is 
detached progressively and curls up like a wood 
shaving. The upper, lower, outer, and inner portions 
are freed successively, the middle being freed last. 
In this way a graft as regular and as uniform as 
possible is made. Its outer surface is smooth and 
uniformly covered with periosteum. The deep 
surface, formed of compact bone, is slightly irregular. 
Care must be taken not to detach the periosteum 
along the edges. On account of the thinness of their 
compact tissue, the grafts are not rigid and may be 
bent in any desired direction. As soon as the graft 
is cut it is transferred to the operative wound. It 
should be handled as little as possible, and put in 
the place intended for it at once. . 

Third stage: The placing of the graft and sutur 
of the wound. The grafts are placed in the defect 
with the periosteal surface in contact with the dura 
. or brain surface, and are fixed in position by forcing 
them obliquely or slightly exaggerating their 
curvature and sliding their ends under the 
fibroperiosteal flap. No suture is necessary for this 
fixation, which is doubly assured by suture of the 
four cutaneous flaps. The scalp is then closed very 
exactly, and two small subcutaneous drains are 
left in place for forty-eight hours. 

The technique of the osteoperiosteal method in the 
treatment of ununited fracture of the mandible 
consists of the same three stages. 

First stage: Preparation of the site of nonunion. 
The skin is incised horizontally 1 or 2 cm. below the 
lower border of the mandible. When possible, the 
incision is made in the line of previously existing 
scars. The skin edges being liberated, the sub- 
maxillary gland is freed from its adhesions and 


carefully drawn aside. The facial artery must 
frequently be ligated. Above all it is important to 
obtain good exposure. Penetrating more deeply, 
the ends of the bone are exposed and freshened, and 
the interosseous space cleared. This stage is 
carried out carefully and methodically in order 
to avoid penetrating into the buccal cavity. Around 
the end of each fragment a pocket about 1% cm. in 
depth is made between the bone and the fibroperios- 
teal tissue. The ends of the bone are freshened with 
the curette or rongeur and the interfragmentary 
space is then cleared of fibrous tissue with the 
knife, especial care being taken at its upper portion 
not to perforate the mucosa. It is necessary to 
prepare as large a bone surface as possible for 
contact with the grafts. 

Second stage: Removal of the grafts, which is 
done as in cranioplasty. 

Third stage: Placing and fixation of the grafts. 
The grafts removed from the tibia are usually three 
in number. One thin piece is slid on the inner surface 
of the fragments, its bony surface in contact with 
the bone. A second transplant of the same thickness 
is applied in the same way to the external surface 
and bent around the lower border of the mandible 
into contact with the first transplant. Finally, a 
thicker graft is wedged into the space between the 
fragments. This method of procedure assures close 
contact between the grafts and the bone extremities, 
and prevents dead space between the grafts. The 
extent and site of the nonunion may lead to slight 
modifications in the technique. 

As a rule, the bone fragments being well immobil- 
ized, no fixation is necessary other than hermetically 
closing the space:in which the transplants are 
situated. The deep cellular plane is sutured carefully 
with catgut. The graft thus cannot move and is well 
protected. Good hemostasis in the wound is ad- 
visable. When this is obtained, the skin can be 
sutured without drainage. 

In the opinion of the authors, osteoperiosteal 
grafts give results impossible to achieve by any 
other methods. It is the most rational method and 
based on the osteogenic function of the deeper por- 
tion of the periosteum and outer layer of bone. By 
the formation of a callus which fuses the two 
fractured extremities, it permits a complete and 
firm re-establishment of the continuity of the bone. 
By means of osteoperiosteal grafts, also, the bone 
tissue can be restored almost completely to its 
normal form, since the grafts may be given the 
desired shape easily. 

The ordinary bone grafts give much less satis- 
factory results. It is well known that generally the 
compact tissue of the graft does not live. The grafts 
thus play an entirely mechanical réle, and in this 
case in order to obtain a union reliance must be 
placed solely on the osteogenic activity of the ends of 
the fragments. The removal and placing of the bone 
graft are much more difficult than in the osteo- 
periosteal method and require special instruments. 

The book is well illustrated throughout with 
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the histories of practical cases in which the authors’ 
methods have been followed, and will be of great 
value as a work of reference for those engaged in the 
reconstruction of maxillofacial injury. R. H. Ivy. 


Kazanjian, V. H.: Early Suturing of Wounds of 
the Face. J. Am. M. Ass., 1919, |xxii, 626. 


The benefits of early suturing are that the healing 
process is shortened and unsightly scars are avoided. 
The time for suturing depends upon the location 
and severity of the wounds, the structures involved, 
and the degree of sepsis. Wounds connecting with 
the oral and nasal cavities are always re-infected. 
Injuries associated with comminution of bone do not 
do well, the wide excision of infected tissue being 
impracticable on the face. 

Superficial wounds with no, or slight, loss of soft 
tissue, and lacerations of the margins of the lips and 
nose respond favorably to primary suture. 

The avoidance of general anesthesia is of great 
importance in injuries about the mouth as oral sepsis 
frequently leads to bronchial pneumonia. 

In the majority of cases secondary suture may be 
done between the fifth and twelfth days. Fixation 
of the bone fragments and control of sepsis should 
always precede the operation. Reconstruction of the 
face should be attempted only after all suppuration 
has subsided. LisTeR TUHOLSKE. 


NECK 


Serafini, J., and Uffreduzzi, O.: Total Peripheral 
Implantation of the Inferior Laryngeal Nerve 
into the Pneumogastric (L’implantation péri- 
phérique totale du nerf laryngien inférieur sur le 
pneumo-gastrique). Arch. de. méd. exper., 1919, 
XXVili, 209. 

A number of experiments have been performed 
on dogs to verify the findings reported by Hoessly 
in 1916 regarding the possibility of anastomosing 
the sternocleidomastoid nerve with the peripheral 
trunk of the recurrent nerve. 

After testing a number of operative methods the 
procedure finally decided upon was as follows: With 
the animal in the dorsal position, the head being 
strongly extended, a vertical incision about 8 cms. 
long was made in the median line at about the lower 
part of the cricoid cartilage. The muscles and 
trachea were then separated by blunt dissection and 
the recurrent nerve easily recognized in the angle 
between the trachea and oesophagus and fixed by 
passing a loop of thread beneath it. The sternohy- 
oid, sternothyroid and sternocleidomastoid muscles 
were moved aside as well as the thick cellular tissue 
of the neck until the vasculonerve bundle consisting 
of the primary carotid and vagus was met. The 
recurrent nerve was sectioned near the thyroid, a 
part of the central trunk of the nerve resected, and 
a needle with fine No. oo catgut passed through 
the distal stump. An assistant then lifted the 
vasculonerve bundle delicately between the fingers 
and a small incision was made in the posterior 
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internal segment of the vagus. The peripheral end 
of the recurrent nerve was then sutured into the 
sectioned zone of the pneumogastric nerve and 
the muscles and skin closed. 

The animals have borne the operation well. 
Fourteen experiments have been carried out: 3 
implantations of the right recurrent directly into 
the pneumogastric; 4 implantations of the right 
recurrent into the vagus with the aid of a nerve 
strip dissected from the vagus itself; 2 implantations 
of both recurrent nerves directly into the pneumo- 
gastric; 3 resections of a part of the right recurrent; 
1 bilateral transplantation of the superior laryngeal 
into a strip dissected from the hypoglossal nerve and 
simultaneous bilateral implantation of the inferior 
laryngeal into the vagus. 

From the examination of animals which died or 
Were killed the authors found that when the experi- 
ment was considered good no macroscopic or histo- 
logic differences could be detected between the half 
of the larynx on the side of the implantation and 
the intact half. The mucosa and the musculature 
of the vocal cords were unchanged even after a long 
lapse of time. Examination of the site of implanta- 
tion showed that there was continuity of the nerve 
fibers between the vagus trunk and the implanted 
recurrent nerve. 

As regards the functional results, the three neces- 
sary requisites for successful nerve implantation 
are: (1) the clinical re-establishment of function in 
the region of a paralyzed nerve; (2) anatomical re- 
union of nerves; and (3) histologic proof of the 
passage of nerve fibers across the suture. All of 
these fundamental conditions were perfectly fulfilled 
in the experiments reported. 

The authors believe that the operation may be 
considered harmless and useful and that it is 
applicable to man. 

The results of this research were originally report- 
ed to the Royal Academy of Medicine of Turin in 
1914 and priority is claimed by the authors for the 
method of anastomozing the recurrent nerves as 
Hoessly’s researches were not published until 1916. 

W. A. BRENNAN. 


Levin, S.: A Discussion of Goiters in 583 Regis- 
trants. J.jMichigan M. Soc., 1919, xviii, 98. 


Levin discusses the occurrence of goiter in 583 
registrants examined in Division 2, Houghton County, 
Michigan. He studied and tabulated the results of 
the examinations made by himself and associated 
physicians of the men who appeared at the registra- 
tion of June 5, August 24, and September 12, 1918. 
The ages of the registrants ranged from 18 to 21 and 
from 32 to 36 years. Goiter he defines as “any 
palpable enlargement of the thyroid gland.” 

It is the author's impression that the many cases 
of acute hyperthyroidism were due to the high 
tension produced in young men by the war and by 
their worrying and nerve-strained relatives which 
whipped up many quiescent goiters and also excited 
potential simple goiters to activity. 


8 INTERNATIONAL ABSTRACT OF SURGERY 


More men were disqualified for military service 
because of large and toxic goiters than any other 
condition. In the author’s division, 20.9 per cent of 
the registrants had goiters sufficiently severe to 
disqualify them from active service. Of the 583 
registrants, 30 per cent showed a demonstrable en- 
largement of the thyroid. Of these, 24 per cent were 
simple goiters, 3.9 per cent toxic, and 2.4 per cent 
large goiters of the adenomatous, colloid or cystic 
types. 

In the author’s opinion, the incidence of goiter in 
Michigan, and especially the upper peninsula, is 
about 50 per cent, this state being therefore a close 
second to Switzerland which has more goiters than 
any other country in the world. In investigating the 
places of birth of the registrants, he found that of 
155 men of 21 years of age, all but 3 were born in the 
goiter belt. The decreased percentage of goiters ir 
the older registrants was probably due, he be- 
lieves, to the fact that a certain proportion of these 
registrants were born elsewhere and had traveled in 
non-goiterous districts. 

The true percentage of goiters in men, judging 
from those examined, is probably 30.3 per cent. 
Women are twice as prone to thyroid enlargement. 

On the basis of this study it would be found that 
in Houghton County, Michigan, there are 26,694 
goiters, of which 5,550 are of a disqualifying type, 
and in the upper peninsula of Michigan there are 
98,665 goiters, 20,515 of which are large and toxic. 
The economic and social importance of these 
figures cannot be denied. G. W. Hocurern. 


Bonn, H. K.: Malignant Epithelial Growths of the 
Thyroid Gland J. Indiana M. Ass., 1919, xii, 67. 


Cures of cancer of the thyroid are very infrequent 
because the malignancy is not recognized sufficiently 
early or there were early metastases. 

Metastases of thyroid carcinoma commonly re- 
vert to the normal type of thyroid tissue, and a 
malignant degeneration of the thyroid does not 
deprive the gland of its normal function. Refergnce 
is made to von Liselsberg’s classical case in which 
there were no evil results after a complete thyroidec- 
tomy for malignancy until postoperative metastases 
were removed, when myxcedema promptly occurred. 

The author accepts Langerhans’ classification 
of epitheliomata of the thyroid, which is as follows: 
Malignant adenoma or proliferating goiter, metasta- 
tic colloid goiter, papilloma, parastruma, post- 
branchial goiter, carcinoma, and cancroid or 
squamous-cell carcinoma. 

Malignant disease of the thyroid usually appears 
between the ages of 40 and 60 years and is much more 
frequent in females than in males. 

The most common form is the subacute type in 
which the condition appears in a goiter which 
has been stationary for years. Apparently without 
cause, the growth begins to enlarge and change 
from a soft to a hard consistency. These two 
physical signs are sufficient to justify the suspicion 
of beginning malignancy. Later symptoms are 


dyspnoea, dysphagia, rough voice, barking cough, 
and pain running to the chin and ear. Thyroid 
insufficiency is not frequent, either because the 
entire gland is not involved or because the malignant 
thyroid cells have not lost their physiologic 
properties. A. H. NoewREN. 


Eddy, N. B.: The Réle of the Thymus Gland in 
Exophthalmic Goiter. Canadian M. Ass. J., 
191g, Xi 203. 

The author gives in detail the results of his ex- 
periments with rabbits to determine whether or not 
an excess of the product of thymus activity in the 
circulating blood may cause exophthalmic goiter. 
In these experiments he saw no evidence of the pro- 
duction of symptoms characteristic of the disease. 

From a review of the literature on the subject, it 
seems evident that there is some connection between 
the thymus gland and exophthalmic goiter, but just 
what the nature of this relationship is has not yet 
been discovered. It is possible that the thymus acts 
independently of the thyroid in producing Basedow’s 
disease when excited to hyperplasia and hyperse- 
cretion by external influences. It is also possible 
that because of a relationship between it and the 
thyroid, it becomes hyperactive as the result of the 
increased activity of the latter. On the other hand, 
the hyperplasia and hypersecretion of the thymus 
may be the result of an effort to render harmless the 
toxic products produced by the thyroid. Still an- 
other conception of the etiology of exophthalmic 
goiter which must not be overlooked is that sug- 
gested by Crile, i. e., that neither the thyroid nor 
the thymus is primarily at fault, but that the changes 
observed in these glands and the symptoms attribu- 
ted to alteration in their function are due to the op- 
eration of some unknown factor. An array of facts 
can be marshalled in support of each of the hypothe- 
ses mentioned. H. J. VAN DEN BERG. 


Link, G.: Preliminary Thyroid Operations. J. 
Indiana M. Ass., 1919 xii, 64. 

The author takes up the lesser operations for 
those cases of thyrotoxicosis in which thyroidectomy 
would endanger the patient’s life because of the 
degree of thyrotoxic saturation or the inability of 
the excretory organs to carry off the toxins. The 
lesser operations seldom cure, but may bring about 
sufficient improvement to make thyroidectomy safe. 
When there is a possibility of fatal issue, surgeons 
should not depend too much on their mastery of 
surgical technique but should be satisfied first with 
a preliminary operation. 

The procedures enumerated are injections of boil- 
ing water, ligature of the thyroid vessels, and ligature 
of the thyroid pole. If the improvement from one 
operation is not sufficient, it should be repeated. 

In injecting boiling water, the writer first makes 
a small incision, uncovers the gland and then in- 
jects into its various parts. 

In ligating the thyroid vessels, the superior and 
inferior thyroid arteries of one side may be ligated 
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through one incision, though ligature of the inferior 
thyroid artery alone is the preliminary operation of 
choice. Ligature of both sides at the same time is 
not safe, because of the greater operative shock and 
because the blood supply of the parathyroids does 
not have time to adapt itself as after ligation of one 
side at a time. 


SURGERY OF 


CHEST WALL AND BREAST 


Diemer, F. E.: Complications in Pneumonia. 
Am. J. Roentgenol., 1919, vi, 86. 


Brief descriptions are given of various complica- 
tions of pneumonia as studied by the roentgen ray. 
Examination of the pleural effusion should be made 
with the patient erect as a small amount of free 
fluid in the pleural cavity may form a thin layer and 
be difficult to detect when the patient is recumbent. 

Drainage of a large collection of fluid from the 
lower quadrant may be followed by the formation 
of adhesions and the encapsulation of fluid in the 
upper quadrant. Fluid may occupy the entire 
costophrenic sinus and compress the lung entirely 
from below upward. In other cases it may be lo- 
cated toward the front, toward the back, or toward 
the side, or may occupy the entire sinus, compress- 
ing the lung from three sides rather than from 
below. 

The differential diagnosis may be difficult both 
from the plates and the fluoroscopic examination 
if the fluid is under pressure and the lung com- 
pressed so that little or no air enters it. When the 
effusion is extensive the heart may appear enor- 
mously increased in size and pericardial effusion 
may be suggested. 

Encapsulated interlobar empyemata, often diffi- 
cult to recognize, are found ordinarily between the 
right upper and middle lobes. They appear usually 
as fan shaped, or on stereoscopic examination, cone- 
shaped, areas with the apex toward the hilus. The 
greater part of the shadow is cast by the thickened 
interlobar pleura, the amount of fluid being usually 
small. The fluid is eventually absorbed or organized 
into fibrous tissue. In some cases it may rupture 
into the pleural cavity, producing general pleural 
effusion. 

Emphysema along the course of the pulmonary 
vessels was observed in several instances. It is 
most marked along the surface vessels and appar- 
ently begins at the periphery and extends toward 
the hilus by dissection. In two cases eventual 
rupture of the visceral pleura produced a spontane- 
ous pneumothorax. 

The emphysema along the blood vessels presents 
an elongated area of increased radiability extending 
from the periphery almost to the hilus. It differs 
from a dilated bronchus because the borders are 
scalloped and there are no indications of fibrous 
infiltration as in bronchiectasis. 


The technique of ligating the thyroid arteries 
is hard to learn from surgical and anatomic liter- 
ature as the anatomy is seldom illustrated correctly. 

The author concludes that a wider use of pre- 
liminary thyroid operations will extend the field 
of thyroid surgery and prevent many deaths from 
ill-timed thyroidectomy. A. H. NorHREN. 


THE CHEST 


Lung abscesses are comparatively rare and must 
be differentiated from encapsulated effusion. In 
abscess, if the patient is examined in the erect 
position, a fluid level is observed which remains 
parallel with the floor when he is moved or bends 
over. This may occur also, but more rarely, in 
encapsulated effusion. D. R. Bowen. 


Stewart, W. H.: Streptococcus Empyema; a Study 
of the Condition as Revealed by the Roentgen 
Ray. Am. J. Roentgenol., 1919, vi, 57. 


The unusual prevalence during 1917-18 of empye- 
ma due to Streptococcus hemolyticus has done 
much to further our knowledge of diagnosis by the 
roentgen-ray in diseases of the chest. Stewart 
believes that accumulations of fluid in this affection 
occur in the same way as in empyema following 
pneumonia but form more rapidly. 

Early effusions appear in the axillary space and 
climb up in the pleural cavity until the apex is 
reached. They aredetected by the X-ray asa ribbon- 
like shadow in the outer zone of the chest with a 
sharp inner border. With the increase of fluid the 
shadow increases in width and extends to the 
diaphragm. In the early stages there is an area of 
clear lung between the shadow and the hilus. Not 
until the shadow reaches the outer edge of the 
inner zone does it tend to accumulate at the base. 
Finally the effusion extends upward in the inner 
zone, producing the characteristic cup-shaped 
upper border which continues until the effusion is 
nearly complete and the entire side is filled with 
a dense shadow. Only then is there a distinct dis- 
placement of the mediastinal contents to the 
opposite side. With thorough appreciation of these 
facts, there should be no difficulty in recognizing 
the presence or absence of fluid. 

In this affection the pleural thickening and forma- 
tion of adhesions are much more extensive than 
in other infections. Therefore the probability of 
sacculation is greater so that accurate localization 
is essential. This can be accomplished only by 
thorough fluoroscopic and stereoscopic examination 
confirmed by aspiration. 

In a certain percentage of cases, even after the 
cavity is sterile, it becomes evident that permanent 
closure can be obtained only by further operative 
measures. 

An important group of cases are those in which 
there was premature closure and a re-accumulation 
either in the old or in a new location, possibly in the 
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lung substance. The pleura is greatly thickened, 
sometimes measuring over an inch, and exact 
differentiation is often extremely difficult. 

A number of patients after healing of the thoracot- 
omy wound have a persistent pneumothorax within 
dense fibrous walls. Such cavities occasionally 
become filled with exudate the discovery of which 
is difficult because the densities of the fluid and the 
thickened pleura are so similar. Little more can be 
done than to call attention to the findings and to 
state the various possibilities. If repeated aspira- 
tions also fail, repeated X-ray examinations may 
clear up the uncertainty. Effusions tend to in- 
crease and pleural thickenings to decrease. Unless 
contra-indicated, there should be repeated exam- 
ination by both fluoroscopic and radiographic meth- 
ods. If the information is still insufficient, examina- 
tion after injection of an opaque solution or paste 
is indicated. 

Stewart has found bismuth pastes most satisfac- 
tory. The danger of poisoning is minimized by se- 
lecting a pure salt and one other than the sub- 
nitrate. Most reported cases of intoxication have 
been traced to the presence of nitrites. With 
proper asepsis, re-infection of a sterile cavity should 
be avoidable. The difficulty of removal can be 
overcome in a measure by washing the cavity with 
warm oil. As the paste interferes with drainage as 
a rule only when it is injected in too large cavi- 
ties, Stewart has discontinued its use in such cases. 

A 20 per cent solution of the iodides gave very 
satisfactory shadows but proved to be too irritating. 
Most generally used was a 15 per cent solution of 
thorium nitrate. This is expensive but is readily 
washed out and does not interfere with subsequent 
drainage or the continuance of Carrel-Dakin treat- 
ment. Injection into large cavities is to be avoided 
if possible. Later, at the suggestion of Lieut. 
Stevens, a suspension of 20 per cent bismuth sub- 
carbonate in oil or liquid albolene was used in 
place of the thorium which was difficult to obtain. 

All cases in which any preparation of bismuth is 
injected should have free drainage and care should 
be taken to remove as much of the injected material 
as possible. D. R. Bowen. 


Keilty, R. A.: Empyema, Its Pathology in Relation 
to Roentgen-Ray Examinations. Am. J. Roent- 
genol., 1919, Vi, 70. 

The statement has been made that the cases of 
empyema which developed during the past winter’s 
epidemic (1917-18) were of-a different type from 
those seen before. In an experience of more than a 
year in the United States General Hospital No. 14, 
however, Keilty hasfound no variance whatsoever. 
The erroneous belief he ascribes to the fact that when 
the number of cases increased, interest centered 
around them and conditions which ordinarily would 
have been lost sight of were given undue importance. 

That the terms “empyema,” “‘pleurisy,”’ and 
“pleuritis” are not definitely established in the 
minds of most clinicians, is one of the major reasons 


for the variance in opinion. “Pleurisy” is a poor 
synonym for “pleuritis’” which is a better term. 
Empyema of the pleural cavity is a pleuritis but a 
pleuritis is not necessarily an empyema. The term 
“empyema” should be restricted to those cases 
which have a definite localized and walled-off col- 
lection of pus in the pleural cavity. The term 
‘“‘pleuritis” includes all types of inflammatory pro- 
cesses of the pleural cavity, acute or chronic. Acute 
pleuritis is subdivided into fibrinous, serofibrinous, 
and purulent. Empyema is a type of the latter. 
There may be accumulations within the chest of 
several different types of fluids which are not 
empyematous. If these facts are borne in mind, much 
confusion will be avoided. 

When empyema complicates lobar pneumonia, 
the expansion of the lung from the exudate within 
forces it against the side of the chest where it is 
held by the plastering and sticky character of the 
exudate. This mechanical force influences to a great 
extent the position of the developing empyema. 
When the patient is recumbent, there are two levels 
of fluid collection in the presence of fibrinous 
exudate, i. e., anterior and posterior. The posterior 
collections are always greater than the anterior 
collections and more likely to be in one large area. 
Interlobar collections may occur at any position and 
are again very often dependent upon the plastering 
of the exudate. In Keilty’s experience these inter- 
lobar collections are uncommon and of small amount. 
He believes that when the diagnosis is made on 
clinical examination and from X-ray plates fre- 
quently, there is some mistake in the interpretation 
of an interlobar condition. 

In the bronchopneumonias the increase in the size 
of the lung is less and the collections are more 
definitely posterior or lateral. The fluid pressure is 
then felt against the lung which is likely to be pressed 
against the median line. 

Keilty advises more frequent roentgen examina- 
tions in pleuritis as on several occasions he has 
seen reports of roentgen examinations which were 
made several days prior to death and which there- 
fore did not agree with the postmortem findings, not 
because of faulty interpretation of the roentgen 
pictures but because of changes which had taken 
place in the condition. 

Examinations made of a large number of cases 
every three days for a period of five weeks, or from 
the beginning of the signs of pleuritis to the definite 
walling off of an empyema, would be most in- 
structive. D. R. Bowen. 


Savage, F. J.: The Treatment of Empyema. Min- 
nesota Med., 1919, ii, 95. 


The Brewer tube, connected with a negative 
pressure apparatus and used early in the disease, 
gives good drainage and at the same time prevents 
extreme collapse of the lung and displacement of the 
heart. Resection may be done later, but in the 
meantime a sufficient number of pleural adhesions 
are formed to prevent extreme collapse of the lung, 
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and the mediastinum is sufficiently anchored by 
adhesions to prevent any marked displacement of 
the heart. 

When the pus is not localized, resection of 4 cm. of 
the eight rib, beginning at the angle and extending 
outward, seems to be the most satisfactory opera- 
tion. This permits the use of the Carrel-Dakin 
method of treatment and gives dependent drainage 
during convalescence. Localized pockets should be 
opened as indicated in each case. The earlier an 
empyema cavity is rendered sterile, the less fibrous 
tissue there will be to keep the lung contracted, the 
earlier the opening may be closed surgically or 
allowed to granulate in, the quicker the lung will re- 
expand, and the less the probability of pocket forma- 
tion. FE. B. FREILICH. 


TRACHEA AND LUNGS 


Jackson, C.: Dental Broach in the Bronchus; 
Report of a Case. Dental Cosmos, 1919, Ixi, 201. 


The writers report the seventh case in their 
experience of aspiration of a dental broach into the 
bronchi. The short shank and milled handle of a 
dental broach causes it to slip easily from the fingers. 
When swallowed, as has occurred in many instances 
and without any resulting harm, there is always the 
danger of perforation of the intestinal wall. To 
prevent swallowing or aspiration of the broach 
teachers of dentistry advise the use of a rubber dam 
to wall off the throat and mouth cavities. 

When aspirated, the dental broach often reaches 
the smaller divisions of the bronchi because of its 
small size. In such cases it is difficult to remove it. 
In most instances it has been found with the point 
up and there was little probability that it would be 
coughed out as the point tended to catch in the walls 
of the bronchi or lodge in the narrow laryngeal 
orifice. 

In the case reported the patient was a woman, 
45 years of age. The broach was removed under 
local anesthesia by bronchoscopy on the ninth day 
following the accident in ten minutes and 1 second 
and without any resulting reaction. The fact that 
in this case there was only a slight disturbance 
following the aspiration of the broach emphasizes 
the importance of early roentgenographic localiza- 
tion. If the foreign body which has disappeared 
down the pharynx is lodged in the oesophagus or 
bronchus, it may then be removed before it does 
any harm, while if it has entered the lower alimen- 
tary tract, its progress may be watched so that 
preparations may be made to remove it by laparot- 
omy if perforation is threatened. 

H. H. 


Corlette, C. E.: An Improved Operation for Large 
Hydatid Cyst of the Lung. Med. J. Australia, 
1919, i, 168. 

The semi-prone position, with the side to be opened 
at the edge of the table and downward, is recom- 
mended by the author in operations for hydatid 


cyst of the lung and empyemata. In cases of hyda- 
tid cyst, when drowning is a real peril, this position 
manifestly diminishes the risk of flooding the bron- 
chial system of the sound lung, while at the same 
time the force of gravity and the downward and 
outward rush of water brings the parasitic cyst-wall 
out into the wound, greatly facilitating its extraction. 

As regards the method of entering the thorax, an 
incision not quite along the line of a rib, but approx- 
imately transverse, is suitable for cases in which it 
is probable that portions of more than one rib must 
be removed. In addition, the author’s method of 
splitting the latissimus dorsi in the direction of its 
fibers, instead of cutting across it, lends itself par- 
ticularly well to a thoracotomy which is to be closed 
immediately by layered suture, pleura to pleura, 
muscle to muscle, and skin to skin. 

The most satisfactory and distinctive part of the 
operation is the treatment of the sac after evacua- 
tion, not by the insertion of a drainage tube, as is 
the usual practice, but by immediate closure. The 
writer reports 4 case in which immediate closure 
following evacuation of the cyst gave good results. 

H. H. 


Lilienthal, H., Brickner, W. M., and Kellogg, W. A.: 
Thoracic Injuries; Report of Cases Treated by 
Surgical Team 39 at Evacuation Hospital No. 8 
from Sept. 6 to Oct. 25, 1918. J. Am. M. Ass., 
1919, Ixxti, 839. 

Of a total of 67 cases of thoracic injuries treated 
by the authors, 16 (23.8 per cent) were fatal. Of 
51 patients operated upon 14 (27.4 per cent) died, 
while of 16 patients upon whom no operation was 
performed only 6.2 per cent died. 

The wounds seen in evacuation hospitals may be 
divided into two classes: (a) those which demand 
repair of obvious injuries to the chest wall, such as 
large open wounds or extensive fractures of ribs 
with probable injury to the lungs, and (b) those in 
which there are injuries to the lung or large foreign 
bodies in the thorax which demand exploration. 

The wounds of the first class should be treated 
according to ordinary surgical principles and closed 
as well as possible. When there are large defects 
in the pleura, the opening should be stopped by 
suturing in the inflated lung as a plug if there is not 
sufficient other tissue for the purpose. 

The wounds of the second class should be op- 
erated upon by what has been called major inter- 
costal thoracotomy without resection of the ribs. 
With the aid of a well constructed rib retractor, 
an ample opening can be made through which all 
parts may be clearly inspected and operations on 
the lungs, diaphragm, and most portions of the 
chest wall can be performed with ease. In conclud- 
ing the operation, the ribs may be easily brought 
together and the pleura fully approximated by 
three pericostal sutures of absorbable material. 
Whether or not there should be approximation of 
the skin, is a matter to be decided in each case. 

Wounds may present the character of both of the 


. dressings. 
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classes described. In such cases the principle of 
visual exploration with the aid of a rib spreader 
should be followed. 

Some kind of forced anaesthesia, such as the intra- 
pharyngeal method, is absolutely necessary for the 
full exploration of recent wounds of the thorax. 

All thoracic wounds should be under observation 
at the evacuation hospital for not less than ten days 
and even then it is possible that complications, 
mechanical or due to infection, may occur later. 

Pneumonia of the opposite lung is the greatest 
immediate danger in these cases. While its cause 
is unknown, the patient should be guarded against 
cold and exposure, especially during the change of 
E. B. FREILICH. 


PHARYNX AND CSOPHAGUS 


Huntington, J. L., Young, J. H., and Foot, N. C.: 
Report of a Case of Congenital Atresia of the 
(Esophagus. Boston M. & S.J, 1919 354. 


Huntington, Young, and Foot report a case of 
congenital atresia of the osophagus in which the 
condition was demonstrated at autopsy. 

The patient, a female child, was born at term, 
with normal delivery. Though it breathed at once, 
it seemed to be secreting a great deal of mucus and 
required constant attention for the first two hours 
because of repeated attacks of cyanosis and choking. 
Whenever there was respiratory difficulty, the 
evacuation of a dram or two of thick, tenacious, 
slightly yellow mucus by the mouth would give 
temporary relief. 

The patient was six hours old when first seen by the 
surgeon. At first examination nothing unusual was 
suspected as, except for the large amount of mucus 
in the throat, it appeared normal. When seen the 
next day, the amount of mucus was considerable 
and the attacks of choking and cyanosis frequent. 
The child had had normal meconium movements 
and had passed urine. When given water from a 
medicine dropper and when put to the breast, it 
would take a mouthful, choke, and stop breathing. 
When finally an attempt was made to give a tube 
feeding, the tube met with an obstruction 5 inches 
below the gums. Beyond this no fluid would pass. 
Although the tube caused no discomfort, respiration 
ceased when the attempt was made to pour in 
fluid. Complete obstruction of the cesophagus was 
evident. Surgical treatment was not justifiable 
because of the poor physical condition of the 
patient who died on the fourth day, death being 
due to exhaustion and an inhalation pneumonia. 

At autopsy it was found that, bezinning at the 
pharynx, the oesophagus extended downward to a 
point 3.5 cm. below the glottis, where it terminated 
abruptly in a rounded, slightly tapering, blind 
extremity not unlike the thumb of a glove. This 
was 1.5 cm.in diameter, with thickened walls 2 mm. 
in diameter, and contained a good deal of thick, 
tenacious mucus. From its extremity, a small mus- 
culofibrous cord continued to a lower oesophageal 


segment 2.5 cm. further down. The cord measured 
1 mm. in thickness. The lower segment of the 
cesophagus opened out of the trachea, just at its 
point of bifurcation. In its general structure and 
size it appeared to be similar to a normal cesoph- 
agus, being 1 cm. in diameter, and having walls of 
normal thickness and color. It terminated normally 
in the cardiac end of the stomach. The opening 
into the trachea was a small, transverse slit, about 
5 mm. in width, communicating with the posterior 
surface of the trachea at a point directly behind 
the bifurcation. For 1.5 cm. above this com- 
munication there was a suggestion of funnel-shaped 
bulging of the posterior tracheal wall. 

Microscopic examination of cross sections of the 
connecting cord taken at different levels showed no 
trace of epithelial tissue, it being made up of 
longitudinally arranged muscle fibres and inter- 
muscular connective. tissue. The muscle was 
striated. 

There are several theories to explain the anomaly. 
The most probable is that it was due to pressure dur- 
ing the development of the oesophagus. At an early 
period, the walls of the foregut grow toward one 
another to form two folds. In front of these folds 
is the future trachea and behind them the future 
cesophagus. If, during this phase of development, 
pressure is exerted at a point near the bifurcation 
of the respiratory tract by the impinging processes 
of body-cavity, the fusion will take place along 
new lines at this point. As a result there will 
be a shunting-out of the lower two-thirds of the 
oesophagus from the foregut into the respiratory 
tract and an obliteration of the lower extremity of 
the upper third of the esophagus, with the forma- 
tion of an upper blind segment or cul-de-sac com- 
munication with the mouth. It is easily seen how 
such an anomaly, with the presence of numerous 
mucous glands in the pharynx and upper cul-de-sac 
actively secreting, and in the cul-de-sac, possibly 
hypertrophied, would cause the collection of much 
mucus in the mouth and upper air passages. This 
could not be swallowed and if inhaled might excite 
further secretion in the trachea and bronchi from 
the resulting irritation and thus establish a vicious 
circle. G. W. Hocurern. 


MISCELLANEOUS 


Le Fort, R.: One Hundred Extractions of Pro- 
jectiles From the Mediastinum or Its Im- 
mediate Neighborhood (100 cas d’extractions de 
projectiles inclus dans le mediastin ou son voisinage 
immediat). Bull. Acad. de méd., Par., 1919, |xxxi, 
195- 

Le Fort’s hundred operations were done on 97 
patients for the extraction of 106 projectiles. From 
1916 to 1918 the number of successful extractions 
improved from 77.1 to 100 per cent, the last 21 
operations in 1918 all being successful. This latter 
percentage was due principally to the adoption of 
the transpleural route with extensive resection of 
one rib and simple section of the cartilages. 


q 

| 
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The conclusions drawn from these cases are: 

1. All valuable technical methods should be used 
before and during the operation, especially radiog- 
raphy. 

2. The operation should be performed in full day- 
light or under the screen with the assistance of an 
experienced radiologist or under intermittent control 
of the screen. 


3. Except in unusual cases the wide anterior 
transpleural route should be used. 

4. The operation should be performed in a well 
heated room, and after operation the patient 
should be kept absolutely quiet in a moist, warm 
atmosphere. 

5. The wound should not be drained. 

W. A. BRENNAN. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Frank, L.: Sliding Hernia; With Report of Two 
Cases Involving the Urinary Bladder. Am. J. 
Surg., 1919, XXxxXiii, 49. 

A comprehensive discussion of sliding hernia of 
the urinary bladder must necessarily include other 
types of sliding hernia because the pathology in all 
is practically identical. In less dezrée it must con- 
sider also herniz in which a portion of the bladder 
occupies the true hernial sac, although the sliding 
process may form no part of the pathology. Few 
instances of sliding vesical hernia have been re- 
corded. 

In 4,285 herniotomies performed in one of the 
largest American hospitals, a portion of the bladder 
was found in the hernial sac in only 8 instances. 

Vesical hernia, whether sliding or not, occurs with 
greater frequency in males than in females, the 
proportion being about 4 to 1. 

By the term “sliding hernia”’ or the “hernia par 
glissement”’ of the French is meant a hernia in which 
a portion or all of some of the slightly mobile pelvic 
viscera slide downward through the opening into the 
hernial sac, with or without intestine or omentum, 
the sliding organ necessarily being incompletely 
enclosed by peritoneum. 

Sliding hernia involving any of the pelvic viscera 
are comparatively very uncommon. In a series of 
over 500 herniotomies mentioned by Kirschner in 
tg1r the hernia was said to be a sliding hernia in 
only 15 instances. 

The most rare type of sliding hernia is that in 
which the bladder constitutes the sliding viscus. 
This condition is so infrequently observed that many 
authors doubt its existence and therefore ignore the 
subject entirely. Cooper in 1804 reported what was 
undoubtedly a sliding vesical hernia though it was 
unrecognized. His report, which is the first compre- 
hensive description the author had been able to 
find in the literature, he quotes verbatim. 

The comparative incidence of sliding vesical 
hernia cannot be even approximately estimated. 
In Kirschner’s 15 cases of sliding hernia noted in a 
series of over 500 herniotomies the bladder is not 
mentioned as the sliding viscus. In the 8 cases of 
vesical protrusion in the 4,285 herniotomies cited, 
350 cases of vesical hernia reported by Bruner, Curtis 
and others, and 192 cases collected by Cheesman, no 
mention is made of the sliding type. 


During the last twelve months 3 cases of sliding 
hernia have come under the author’s personal 
observation. In 2, the sliding viscus was the blad- 
der. -In the third, a small segment of the descend- 
ing colon without peritoneal investment was found 
in the hernial sac. All of the patients were sub- 
jected to surgical treatment with satisfactory 
results. 

No other cases of sliding vesical hernia have been 
seen in the author’s surgical experience extending 
over a period of more than twenty-five years. 

The details of the 2 cases in which the bladder 
was involved are reported and illustrations show 
the operative findings and the method of closure. 


GASTRO-INTESTINAL TRACT 


Moller, J. F.: Invagination of the Stomach (In 
vaginatio ventriculi). Hosp.-Tid., 1918, Ixi, 1592. 

In the case reported the patient, a woman aged 
66 years, came to the hospital for treatment of a 
fractured femur. There was no history of gastro- 
intestinal trouble. Shortly afterward, however, 
diarrhoea with blood and mucus in the stools and 
continuous vomiting began. The abdomen was 
flacid and there was no tenderness below the um- 
bilicus. In the epigastric region some distension 
was noted. The stools continued to show blood and 
were watery in consistency. Dyspnoea finally de- 
veloped and the patient died. 

At autopsy no signs of peritonitis were found. 
The intestines were collapsed and the stomach and 
upper duodenum were distended. In the descending 
colon were three small pedunculated tumors. The 
cause of death was found to be a polypoid tumor 
which had its origin in the anterior wall of the 
stomach and had penetrated into the duodenum, 
drawing the anterior stomach wall with it. The 
pedicle of the growth was 3 cms. thick but only 1 
cm. long. Microscopically this tumor and those in 
the colon were adenomata. 

Apparently the gastric tumor had caused no 
symptoms until it had become fixed in the duode- 
num, and its condition made it seem probable 
that the invagination of the stomach was an acute 
process which had begun only shortly before death. 

The author found the reports of only two other 
cases in the literature. In both of these also the 
patients were elderly women but the condition wes 
chronic. 
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Preoperative diagnosis is practically impossible; 
the condition is interpreted as cancer, ulcer, vol- 
vulus, high intestinal obstruction, or acute gastric 
dilatation. If the tumor or invaginated portion of 


the stomach is excised early recovery is probable. 
W. A. BRENNAN. 


Rowe, O. W., and Coventry, W. A.: The Treat- 
ment of Hypertrophic Stenosis in Infancy. 
J .-Lancet., 1919, XXxix, 137. 

This article is a detailed account of 12 cases 
which came under the author’s observation at the 
Duluth clinic during a seven months’ service. 
All the patients were treated medically, and 5 were 
treated surgically. One patient died. 

On the basis of his experience the author con- 
cludes that: 

1. Medical treatment should be offered in all 
cases of congenital hypertrophic stenosis until it 
has been definitely determined that surgery is nec- 
essary. 

2. The farina treatment described by Sauer is of 
distinct value in selected cases. 

3. The symptoms which demand surgical in- 
tervention are rapid loss in weight, persistent forci- 
ble vomiting, and active gastric peristalsis. 

4. The roentgen-ray and the duodenal catheter 
reveal nothing which is not easily discovered by 
simple physical examination, and are not without 
danger. H. J. VAN DEN Bere. 


ee J. E.: Organic and Functional Achylia 
Gastrica. J. Michigan M. Soc., 1919, xviii, 96. 


Meengs calls attention to the importance of 
distinguishing between organic and _ functional 
achylia, because in the former the dietetic regime 
is governed by the condition of the mucous mem- 
brane of the stomach, while in the latter, a regular 
“‘Mastkur,” the increasing of the amount of nourish- 
ment to the point of greatest assimilation and a 
general building up of the body and nervous system, 
is required. 

Organic achylia in which there is more or less 
atrophy of the’ mucous membrane, is often caused 
_ by chronic gastritis or is associated with carcinoma 


of the stomach. It occurs also in old age when ° 


arteriosclerosis produces atrophy of the mucous 
membrane and may accompany chronic kidney, 
liver, heart, and lung conditions, especially tubercu- 
losis and syphilis. Another and frequent cause is a 
neurosis, often a functional weakness of the secreting 
glands of the stomach, while in very many instances 
the condition is due to anemia. 

In functional achylia there is a functional change 
in the secreting glands of the mucous membrane. 
This condition may be inherited or acquired. 

In the diagnosis of achylia the test-meal is of 
first importance. Mucus, HCl, and pepsin are 
entirely absent or present in only very small 
amounts. According to Schmidt, the combined 
acid is below 20. Stomach motility is increased. 


The stomach contents are very lumpy, little di- 
gested, and often form large masses. 

As to symptoms, there is often neither tenderness 
nor pain, but in some cases complaint is made of 
all possible variations of pain in the stomach and 
bowels, tenderness and distention, eructations, and 
vomiting. Diarrhoea may also be present. 

The stool in the diarrhoea of achylia is often 
large and the loss of nitrogen three times as great 
as in normal cases. 

The differential diagnosis between chronic gas- 
tritis and achylia is frequently difficult. In gastritis 
there is a larger amount of mucus, the gastric 
contents are thinner, the deficiency in HCl and 
ferments is greater, and the motility not so great 
and very often much reduced. 

Also difficult is the differential diagnosis between 
achylia and carcinoma. In carcinoma there is 
often a palpable tumor, rapid loss of strength, 
positive Salomon reaction, and the presence of lactic 
acid and occult blood in the stool. 

In the diagnosis of functional achylia the patient’s 
history is essential as it is important to determine 
whether he has always been nervous and whether 
his body suffers from a general lack of tone. 

In the case of persons who have a small and long 
thorax, sharp costal angle, a floating tenth rib, 
dropped heart, enteroptosis, congenital defects, 
and diastasis of the recti, and in young persons with 
hernia, an inherited functional weakness of the 
gastric mucosa may be indicated. 

The splashing sound in the stomach denoting 
atony speaks more for functional achylia, as do 
also the signs of neurasthenia, hysteria, chlorosis, 
anemia and marked exhaustion, the presence of 
neurotic pains in the gastric region, pain and dis- 
tention after nervous excitement, insomnia, head- 
ache, and a change in the voice tones. Still another 
indication of this condition is given when the stom- 
ach symptoms and diarrhcea yield to dietetic treat- 
ment and building-up of the general health. 

The prognosis is far better in functional, than 
in organic, achylia and that of the acquired func- 
tional achylia far better than that of inherited and 
constitutional achylia. In real atrophy of the 
mucous membrane the prognosis is unfavorable 
because the atrophied mucosa cannot be restored. 

The author’s conclusions are: 

1. Functional achylia occurs far more frequently 
than organic achylia. 

2. The differential diagnosis cannot always be 
established with certainty. 

3. The etiology, the patient’s history, the syn- 
drome, and the laboratory and X-ray findings often 
lead to the diagnosis. 

4. The signs of neurasthenia, asthenia, or a gen- 
eral enteroptosis point more to functional achylia. 

5. If the presence of anatomic changes in the 
mucosa of stomach and bowel can be established 
by analysis of the stomach contents and of the 
stool, the condition is organic achylia. 

G. W. Hocurer. 
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Pauchet, V.: Gastric Surgery (Chirurgie gastrique). 
Bull et mém. Soc. de chir. de Par., 1919, xlv, 420. 
For the purpose of discussing what should be done 
in such cases Pauchet reports three accidents which 
occurred in the course of gastric operations. 

The first accident was the tearing of the lower 
extremity of the spleen during the liberation of an 
adherent stomach. This occasioned a hemorrhage 
which caused the patient’s death the same day 
although a suture was placed in the spleen and the 
tear was covered with omentum. From this experi- 
ence the author concludes that in accidents of this 
kind every precaution must be taken to procure 
good hemostasis. 

The second accident reported was the tearing of 
the stomach on the lesser curvature near the cardia 
in the course of the removal of an ulcer. In this 
instance Pauchet decided to sacrifice the whole 
stomach and performed an «esophagojejunostomy. 
The patient made a good recovery. 

The third accident was the development of 
ischemia of the transverse colon in the course of a 
gastrectomy for cancer. Instead of resecting the 
ischemic portion of the colon and effecting an end- 
to-end anastomosis the author did a right hemi- 
colectomy with an ileocolic anastomosis. The 
result was good. W. A. BRENNAN. 


Seigrist, H.: Duodenal Diverticulz. Cor.-Bl. f. 
schweiz. Aertze, 1919, xlix, 47. 


As only about 73 cases of duodenal diverticula 
have been reported in literature it would seem that 
their occurrence is rare. 

Seigrist reports the case of a man 48 years old who 
complained of gastric trouble. At the age of 23 he 
had an abdominal traumatism following which he 
felt sharp pains in the umbilical region. Shortly 
afterward an epigastric hernia developed. The pain 
did not disappear after a radical operation for the 
hernia. A small tumor the size of a pigeon’s egg 
could be palpated to the right side of the vertebral 
column in the pyloric region. Radiography showed 
a round spot in the same region adjacent to the 
shadow of the duodenum which remained visible 
even after the bismuth meal had passed. 

During an exploratory laparotomy a cystic tumor 


the size of a prune was found. This proved to be a~ 


duodenal diverticulum implanted on the second 
part of the segment of the intestine in the region of 
Vater’s ampulla and united by adhesions to the head 
of the pancreas. The resection of the diverticulum 
was easily accomplished and the patient recovered. 
The diverticular sac contained intestinal fluid but 
no foreign body. Microscopically it consisted of a 
mucous coat with numerous Lieberkiihn glands and 
a submucous coat with muscularis mucose contain- 
ing Briinner’s glands. 

This was a case of false acquired duodenal 
diverticulum. The true congenital diverticulum 
with serous coat is very much more rare and is 
always observed in the first part of the duodenum. 

In the author’s opinion the formation of this 


diverticulum was related to the traumatism re- 
ported in the patient’s history. This traumatism 
probably also included the head of the pancreas 
and, by forming an area of diminished resistance, 
favored the evagination of the duodenal mucosa. 
The painful crises were probably due to the onset 
of diverticulitis which was indicated by the presence 
of pancreatic adhesions. W. A. BRENNAN. 


Slocker: Use of a Free Graft of Omentum to Cover 
a Loss of Substance in the Jejunum (Utiliza- 
cién de injerto libre de epiplo6n sobre perdida de 
substancea en el yeyuno). Rev. Ibero-Am. de 
cien. méd., 1919, xli, 81. 


In the course of an abdominal exploration Slocker 
found a loop of the jejunum incorporated with the 
colon in a mass of adhesions. On separating the 
two it was impossible to cover the site of the lesion 
in the jejunal loop with serosa. He therefore re- 
sected a strip about to centimeters long from the 
nearest healthy omentum and sutured it over the 
serous defect-in the jejunum. 

Such use of a free strip of omentum is not new 
although not common. In 1829 Jubert obliterated 
intestinal wounds with an omental graft. The 
method was then abandoned until Braun revived 
it in 1897 in a case of perforating gastric ulcer. 
More recently omentum has been used in chole- 
cystectomies, to cover deep sutures of the stomach 
after resection of ulcers in the lesser curvature, and 
in the reconstruction of the common duct after 
operations on the biliary passages. 

In the author’s opinion the use of omentum is 
preferable to the use of any other kind of tissue 
for organs covered by peritoneum as it is the most 
analogous material, the quickest to adhere, and 
prevents posterior adhesions with neighboring 
organs. In his own case but for the use of this 
graft a perforation peritonitis, either. general or 
local, would have resulted, and as a consequence 
either death or the formation of a jejunal fistula. 

W. A. BRENNAN. 


Soederlund, G.: Subcutaneous Intestinal Rup- 
tures (Ueber subkutane Darmrupturen). Nord. 
med. Ark., 1919, li, (Kirurg.) No. 5. 

Soederlund’s long article which makes up the 
entire issue of the magazine treats exhaus- 
tively of both intraperitoneal and retroperitoneal 
subcutaneous ruptures of the intestine. 

A total of 16 intraperitoneal ruptures were 
operated upon, 11 in the surgical clinic at Upsala 
from 1910 to 1916, and 5 at the clinic in Géthen- 
burg since 1916. The histories of the 11 cases in the 
clinic at Upsala are given in detail. 

During the same period of time only one opera- 
tion was performed for retroperitoneal rupture. 
Thirty-seven similar cases have been collected 
from the literature and are reviewed. 

The symptoms of subcutaneous intraperitoneal 
rupture of the intestine are both local and general. 
The general symptoms consist of shock, quickened 
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pulse rate, and increased temperature, and are 
of little value in the diagnosis except in connection 
with the local symptoms. The latter, which consist 
of pain, a local muscular defence reaction and in- 
tense sensitiveness in the abdominal wall and rectum, 
are of value especially in the diagnosis and differ- 
entiation of rupture from simple intestinal con- 
tusion. 

When the patient is admitted to the hospital the 
abdomen should be carefully examined every hour 
or even more frequently for the development of 
pain or the intensification of existing pain; also 
for tenderness on localized abdominal pressure 
and pressure per rectum. When, in addition to the 
general symptoms described, these findings are 
positive and there is dullness in the region of the 
injury, the indications point to rupture. Expect- 
ancy should be limited to one hour. If at the end of 
that time the patient’s condition has not changed, 
he should be operated upon immediately. 

In cases intraperitoneal rupture Soederlund 
sutures the intestinal rupture or resects the in- 
testine and then mops up the peritoneal cavity 
but does not wash it out. In ro cases suturing 
was done, and in 1 case, resection. There were 8 
complete recoveries and 3 deaths. 

The operative treatment of retroperitoneal sub- 
cutaneous rupture of the intestine is especially 
troublesome. It is difficult to reach the posterior 
wall of the bowel, particularly in the duodenal 
region, and very difficult to plan the method and 
execute a suture. Moreover, suturing may not 
suffice. 

A phlegmon usually develops. When situated on 
the right side, the phlegmon extends toward the 
right kidney and down along the psoas muscle into 
the pelvis. In the author’s case a phlegmon de- 
veloped on the left side. When death occurs it is 
generally due to diffuse peritonitis or the excep- 
tionally toxic nature of the retroperitoneal phlezgmon. 

The difficulty of locating and treating a rupture, 
however, is not to be feared so much as the fact 
that in the laparotomy it may be overlooked by the 
surgeon altogether. 

In 37 cases of retroperitoneal ruptures collected 
from the literature there were 8 in which no opera- 
tion was done and 29 cases which were treated 
surgically. In only fifteen of the latter was the 
rupture discovered at operation. The others were 
found at autopsy. The examining surgeon may con- 
sider the condition due to retroperitoneal hemor- 
rhage and close the abdomen with fatal result. 

In the author’s case the rupture was discovered 
during operation and sutured but the patient died 
after two days. In this instance the most character- 
istic finding was a limited bulging of the posterior 
parietal peritoneum just to the left of the duodeno- 
jejunal flexure. 

In reviewing the literature Soederlund thinks it 
noteworthy that 3 patients with retroperitoneal 
duodenal rupture should have recovered after 
simple suture. Though difficult, therefore, this 


procedure can be adopted with the hope of success 
and applied when (1) the rupture is small and does 
not exceed half the periphery of the intestine; (2) 
when the wall of the intestine in the vicinity of the 
rupture is not badly or extensively contused; and 
(3) when only a short time has elapsed between 
injury and operation, i. e., not exceeding twelve 
hours. This latter condition is very important as in 
a case in which suturing was done about seventeen 
hours after the injury death resulted from in- 
sufficiency of the sutures, whereas in another case, 
in which a similar operation was done nine hours 
after the injury, the sutures held. 

If the above conditions are not met, resection 
may save the patient’s life. Two cases in which a 
simple suture was done seventeen and twenty-four 
hours, respectively, after the injury terminated 
fatally. Both patients perhaps would have been 
saved by resection. Soederlund is of the opinion 
that the failure of the sutures to hold should be 
traced, not to the suture material, but rather to the 
special conditions surrounding a_ retroperitoneal 
rupture. 

A short resumé of retroperitoneal ruptures of the 
intestine reported in the literature is appended to 
the article. , W. A. BRENNAN. 


Reed, R. J.: Intestinal Tumors. W. Virginia, M. 
J., 1919, xiii, 324. 

Bowel tumors are classified as malignant tumors 
and benign tumors. Among the former are carci- 
noma and sarcoma. Carcinoma occurs about twen- 
ty times as often as sarcoma. 

Virtually half of all intestinal carcinomata are 
found in the rectum. It is a disease of advanced 
years which affects males three times as often as fe- 
males. The carcinomatous growth is usually single 
and shows a tendency to early ulceration with bleed- 
ing and perforation into the peritoneal cavity or 
neighboring viscera. By the contraction of its 
fibrous stroma as it encircles the intestine it causes 
progressive stenosis. Secondary manifestations are 
found in the mesentery and peritoneum. An early 
symptom when these structures are involved is as- 
cites. The further spread of the disease is by way of 
the lymphatics and blood channels, secondary tu- 
mors being formed in the liver and other organs. 

Sarcoma is found about equally often in the large 
and small intestines. In the large bowel its most 
frequent location is the rectum. It occurs more often 
in men between the fortieth and fiftieth vears of age. 
The tumor is usually large and is less likely to form 
stenosis than carcinoma but metastasizes earlier 
and develops more rapidly, causing death usually 
within one year, particularly when it involves the 
small bowel. Through the lymphatics and blood- 
vessels large tumors are formed in the mesenteric 
glands. Like carcinoma, sarcoma tends also to in- 
vade the surrounding structures. 

Benign tumors of the intestines are less frequent 
than malignant tumors and may not give any indi- 
cation of their presence. When they do, they mani- 
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fest themselves by intussusception of the intestine, 
malignant degeneration, or, after reaching consid- 
erable size, symptoms of obstruction due to narrow- 
ing of the lumen of the intestine, mechanical pres- 
sure, or angulation of the bowel. The cystic and 
dermoid varieties of tumors are the most rare. 

The early symptoms of intestinal tumor are usu- 
ally quite slight. Those of benign tumors remain 
slight, while in cases of the malignant type of tumor 
the peculiarly foetid character of the stools is soon 
noted. Only after partial obstruction of the intes- 
tine has occurred is any progress made in the diag- 
nosis unless the growth is very large and the abdom- 
inal wall thin. The symptoms differ in chronic and 
acute obstruction. They are modified also by the 
anatomical site and the degree of the stenosis. Gas- 
tric disturbances followed by nausea are more prom- 
inent when the stenosis is high, though some gastric 
trouble is always present. Chronic obstruction is 
characterized by localized pain, tympanites, and 
peristaltic waves. As the waves become more in- 
tense, the pains become more severe. Food and the 
posture of the body are other factors modifying these 
symptoms. 

A tumor in the large intestine causing partial 
stenosis produces symptoms which are less marked 
than those due to a similar tumor in the small intes- 
tine. The contents of the colon may collect above 
the obstruction and when this occurs constipation re- 
sults which is followed by diarrhoea. If the discharge 
has a foetid odor and contains mucus and blood, it 
may be concluded that the patient has stenosis of 
the colon and possibly a new growth. In recent 
years the greatest aid in the diagnosis is the X-ray. 

Resection of the segment involved is the only 
treatment in the early stages. In the advanced cases 
life will be prolonged by palliative procedures. 

The writer has successfully used the following 
method of resection of the bowel: 

A primary colostomy is performed and the loca- 
tion of the tumor determined. Four weeks later, the 
coccyx and 2 in. of the sacrum are removed. The 
hemorrhoidal veins are ligated and the rectum 
freed extensively from its attachments in the upper 
two-thirds of its length. The pelvic floor is then 
opened and the tumor delivered, a strip of gauze 
being placed above it for the purpose of gentle and 
steady traction. The mesosigmoid vessels are li- 
gated as high as possible. After the tumor,has been 
excised, an end-to-end anastomosis is done and the 
rent in the pelvic floor repaired. An iodoform-gauze 
drain is inserted at about the site of the union and 
a rubber tube passed through the rectum beyond 
the anastomosis. F. P. Hammonp. 


Pagés, F.: A Case of Retrograde Strangulation of 
the Omentum (Sobre un caso de estrangulacién 
retrégrada de epipl6én). Rev. espa. de cirug. 1919, 
I, 21. 

The term “‘retrograde strangulation” was applied 
by Maydl in 1895 to cases in which a long loop of 
intestine hecomes wholly introduced into a hernial 


sac in such a way that there is a return into the 
abdomen of the central part of this loop while 
the two extremities remain incarcerated. The 
circulation in the portion of the loop in the abdomen 
then becomes arrested owing to the pressure at the 
mouth of the sac. A variety of the condition is 
found when two distinct loops of small intestine 
become incarcerated in one sac, the intermediate 
portion of the intestine lying outside. Usually the 
latter becomes necrotic owing to the obstruction of 
its circulation, but the parts within the sac may also 
undergo the same alterations. 

In the case detailed by Pagés the omentum in 
the region of Gimbernat’s ligament was incarcerated 
in a hernial sac in this manner, and the portions 
both inside and outside of the sac were gangrenous. 
The gangrenous portion was completely resected 
and the patient made a complete recovery. 

W. A. BRENNAN. 


Bull, P.: The Clinical Diagnosis of the Pathologic- 
Anatomic Changes Which Occur During the 
First Three Days of Acute Appendicitis (Le 
diagnostic clinique des altérations pathologiques 
anatomiques durant les trois premiers jours de 
Vappendicite aigué). Nord. med. Ark., 1919, li, 
(Kirurg.) 297. 

As without doubt most of the danger from acute 
appendicitis depends upon the changes which take 
place in the appendix, the ability of the physician 
to determine from the clinical symptoms just what 
changes have occurred in a given case would be of 
the greatest value. 

Bull studied 217 cases of acute appendicitis from 
1908 to 1917. One hundred and seventy-seven of 
these patients were operated upon during the first 
seventy-two hours but only 161 were submitted to 
a complete systematic examination. 

Five different positions in which the appendix may 
be found are recognized: (1) situs pelvinus; (2) situs 
mesocoeliacalis; (3) situs anteroparietales; (4) situs 
retrocoecalis; and (5) situs lateralis. In the 174 cases 
reported the appendix was found toward the median 
line in 58.6 per cent, behind or to the side of the 
cecum in 35.6 per cent, and touching the anterior 
abdominal wall in 5.8 per cent. 

The presence of deep gangrene or perforation can 
frequently be determined with certainty in the 
course of the first twenty-four hours and often in 
the first twelve hours. When the appendicitis tends 
to destroy the appendix, the destruction usually 
takes place during the first forty-eight hours and in 
many cases before the end of the third day. The 
diagnosis of acute appendicitis was correct in 95.5 
per cent of the cases. Those incorrectly diag- 
nosed included acute gastro-enteritis, paratyphoid 
and retroperitoneal or mesenteric acute lympha- 
denitis. The latter is extremely difficult to differ- 
entiate. 

In concluding, Bull expresses the opinion that the 
absence of one or even several of the common 
symptoms (vomiting, rapid pulse, etc.) is no index 
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of the pathologic-anatomic changes in the appendix. 
One of the best aids in the diagnosis is the old rule 
that if, after twenty-four hours and in spite of 
rational treatment, the symptoms do not abate, 
the appendicitis is probably destructive. When a 
single symptom persists which renders the experi- 
enced physician uneasy, the condition is worse than 
might otherwise be supposed. 

The author discusses the clinical symptoms as 
regards pain, pulse rate, temperature, stools, blad- 
der findings, etc., in detail and describes the manner 
in which they indicate the pathologic conditions in 
the appendix and peritoneum. The accuracy of the 
clinical diagnosis as demonstrated by the operative 
findings in the cases reported is shown in the follow- 
ing table: 


Position Changes Changes Acute 
of Ap- in Ap- in Peri- Appen- 


Clinical Diagnosis pendix pendix toneum dicitis 
89 122 «169 
. 25 25 22 6 
Doubtful before opera- 

Not decided before 
operation.......... 39 13 14 


161 161 161 177 


The figure 177 in the last column includes the 16 
cases in which the complete systematic examination 
was not made. 

From this table it is evident that the position of 
the appendix was correctly determined before opera- 
tion in the majority of the cases and the pathologic 
changes in the appendix correctly determined in 82.4 
per cent. The diagnoses of the changes in the 
peritoneum were in close accord with those of the 
changes in the appendix. W. A. BRENNAN. 


Dubs, I.: Acute Appendicitis in the Old. Cor.- 
Bl. f. schweiz. Aerzte, 1919, xliv, 172. 


Acute appendicitis is rarely seen after the fiftieth 
year of age. In 1,500 cases of appendicitis treated 
during three years by the author, nineteen of the 
patients were between 50 and 60 years old, four 
between 61 and 70 years, and two, 72 and 76 years 
old. Five per cent of the cases, therefore, were those 
of old persons. 

In the aged, acute appendicitis is manifested 
under two clinical forms: (1) a diffuse perforation 
peritonitis accompanied by high fever and a very 
rapid pulse which quickly follows the usual gastro- 
intestinal picture and has a very unfavorable prog- 
nosis, and (2) the encysted pseudoneoplastic type 
which is that of the majority of cases. 

The most essential characteristic of the develop- 
ment of appendicitis in old age is the fact that the 
general symptoms are entirely secondary to the 
local symptoms. In about 60 per cent of the cases 
the pulse and temperature are almost normal even 
when the appendix is the site of severe lesions. 
Vomiting is rare. On the other hand, the local 
muscular contraction is almost always very marked 


and there is extreme sensitiveness to pressure even 
when no local lesion can be recognized by palpation 
or percussion. Therefore the local phenomena have 
a very distinct diagnostic value. 

The treatment of acute appendicitis in the aged 
must be surgical. In all cases, even when it is a 
matter of a clearly encysted abscess, it is necessary 
to remove the appendix to prevent new crises. The 
operative prognosis is less unfavorable than might 
be expected. In the author’s cases, the mortality 
was only 12 per cent. W. A. BRENNAN. 


Pfahler, G. E.: The Roentgen Rays in the Diagnosis 
of Appendicitis. Am. J. Roentgenol., 1919, vi, 78. 


While in acute appendicitis the X-ray diagnosis 
is rarely necessary, it may be of value as occasionally 
the disease may be simulated by developing pneu- 
monia of the lower lobe. In obscure cases, also, the 
diagnosis may be cleared up by filling the colon to 
demonstrate the existing relations. 

Chronic appendicitis is often found in patients 
referred for a study of the gall-bladder, duodenum, 
or kidneys. In such cases, a careful X-ray examina- 
tion of the entire tract is necessary. 

The appendix is most readily demonstrated at 
eight and twenty-four hours after the ingestion of 
the barium meal. 

Localized tenderness of the visualized appendix 
upon pressure, whatever its position in the abdo- 
men, is the most reliable symptom. The absence of 
tenderness at McBurney’s point is of little value as 
a negative sign. Tenderness when present may be 
vague if the appendix is behind the cecum but will 
become pronounced if the patient can be turned 
so as to bring direct pressure upon the appendix. 
The presence of tenderness of the appendix with 
fixation of the cecum is strong evidence of appen- 
dicitis. 

In the majority of cases the appendix can be 
demonstrated after a barium and buttermilk meal 
if searched for at eight and twenty-four hours. 
Frequently it can be observed on manipulation 
in the screen when it is impossible to see it in 
plates. 

Fixation, though a valuable sign, is not constant. 
When fixation and tenderness are both absent, it is 
very probable that the condition is not appendicitis. 

Fixed angulation is very commonly due to adhe- 
sions and has distinct significance. 

Constriction, dilatation, and irrezularities of the 
lumen can be demonstrated and all have pathologic 
significance. 

Abnormal retention is present if the appendix re- 
mains filled after the cecum is empty. 

Incompetency of the ileocecal valve is demon- 
strated by regurgitation of the contents of the colon 
at even thirty-six and forty-eight hours. 

Among conditions simulating appendicitis Pfahler 
has seen enterolith in the caecum, adhesion of the 
cecum to the side of the rectum, carcinoma of the 
cecum, psoas and iliac abscess, and urinary (par- 
ticularly ureteral) calculus. D. R. Bowen. 


GENERAL SURGERY — SURGERY OF THE ABDOMEN 19 


Zapata, B. H.: The Surgical Treatment of Chronic 
Constipation (Tratamiento quirirgico de la 
constipaci6n cr6nica). Crén. méd., 1919, xxxvi, 1. 

The author believes that the only effective treat- 
ment of chronic constipation is surgical treatment. 
Persons with constipation he divides into two 
classes: (1) those in whom the intestinal drainace 
can be re-established by destruction of constricting 
bands or simple fixation of the intestine; and (2) 
those in whom a colectomy, a short-circuiting 
operation, is necessary to restore the normal in- 
testinal function. 

The various accepted methods of dealing surgical- 
ly with constrictions in different sections of the small 
intestine and colon are reviewed as are the clinical 
histories of eight patients treated by operation. 
These were cases in which obstinate constipation 
was due to peritoneal adhesions. The operative 
results were quite satisfactory. |W. A. BRENNAN. 


LIVER, PANCREAS, AND SPLEEN 


Ribas y Ribas: Cholecystendysis, Cholecystostomy 
and Cholecystectomy  (Colecistendisis, colecis- 
tostomia y colecistectomia). Rev. espa. de med. y 
cirug., 1919, ii, 1. 

Ribas y Ribas calls attention to the necessity of 
early operation in gall-stone disease in order to 
obtain the best results. 

More than half of the patients suffering from 
biliary lithiasis do not show the symptoms of biliary 
colic and the diagnosis is made from a syndrome at 
times vague and indefinite but always having its 
origin below the liver. The presence of icterus must 
not be relied upon. 

From the form of the stones expelled data may 
be obtained as to the prognosis. A round cholesterin 
stone is aseptic and causes but few lesions. A non- 
homogeneous and irregularly shaped calculus de- 
notes infection and the presence of other calculi. 

Progress in the study of pathologic anatomy has 
demonstrated the presence of Luschka’s diverticula 
in the walls of the gall-bladder. In these, owing to 
the spread of the infection, possible stasis, and their 
similarity, in structure to the gall-bladder, inde- 
pendent calculi may be formed and call not only for 
the removal of the calculus but also for the extirpa- 
tion of the gall-bladder. 

Lesions of the gall-bladder due to calculi are of 
acute and chronic types. Those of the acute type 
may be gangrenous, perforating, and suppurative. 
Surgical intervention is therefore necessary. Chronic 
lesions of the gall-bladder, such as cholecystitis, 
may be tolerated by the organism as long as the 
ducts remain permeable. When the lesions are 
intense and there is associated pericholecystitis, 
intervention may be indicated to prevent con- 
tinuous suffering. 

Lesions of the gall-bladder due to calculi may 
lead to numerous complications: by the hepatic 
route, to subphrenic abscess; by the canalicular 
route, to lesions of the duct, pancreatitis, biliary 


phlegmons, and intestinal perforation. Subphrenic 
abscess, biliary phlegmon and suppurative sub- 
hepatic peritonitis call for drainage. In pancreatitis 
drainage of the common duct and extirpation of the 
gall-bladder is necessary. Operation should be per- 
formed also when in a case of fistula between the 
gall-bladder and the intestine the general health 
does not improve rapidly. 

On the basis of our knowledge of pathologic 
anatomy, both cholecystendysis and cholecystos- 
tomy should be discarded. 

Cholecystectomy is the operation of choice in the 
treatment of calculus. ‘Cholecystostomy is to be 
regarded only as an operation of necessity when the 
gravity of the case demands immediate operation 
and the gall-bladder must be preserved. 

In 27 cases of simple cholecystectomy there was 
one death. This patient had a hydatid cyst of the 
liver. All of the others recovered. In 70 cases in 
which the hepatic duct was drained there were 13 
deaths. The author considers a primary acute 
cholecystitis more to be feared than a very acute 
crisis in an old chronic case. 

Operation was performed also in 10 cases of sub- 
phrenic abscess traceable to gall-stones and in 12 
cases of hemorrhagic pancreatitis. 

W. A. BRENNAN. 


Mercadé, S.: Biliary Fistula Treated by Direct 
Hepaticoduodenostomy (Fistule biliare; guérison 
par une hépatico-duodénostomie directe). Bull. 
Acad. de méd., Par., 1919, Ixxxi, 208. 


Anastomoses of the hepatic duct with the in- 
testines are rare, the author having found only 5 
such cases reported in the literature. On account of 
its difficulty, the operation is done only as a last 
resort when there is no other means of establishing 
the continuity of the biliary flow. The trouble 
arises from the presence of multiple adhesions and 
the fact that the hepatic duct, which is normally 
very short, has been further reduced in length by 
chronic inflammation. An anastomosis with the 
duodenum is preferable to an anastomosis with the 
jejunum, and to overcome the difficulty of bridging 
the distance a few surgeons have attempted an 
autoplasty with the aid of a rubber tube wrapped in 
omentum. 

The case reported was that of a woman 54 years 
of age who was operated upon for a suppurative 
calculous cholecystitis. The gall-bladder was re- 
moved and the hepatic duct drained. A persistent 
biliary fistula resulted which: was operated upon 
after three months. At that time the stomach, 
liver; colon, and duodenum were found to be in- 
volved in a mass of adhesions and a very minute 
and laborious dissection of the organs was necessary. 
The hepatic duct, which was very short but normal 
in character, was finally dissected from the lower 
surface of the liver. Direct anastomosis of the duct 
with the duodenum after the latter had been fixed 
to the liver was extremely difficult. When finally 
effected, the union was strengthened by fixing 
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strands of omentum over the sutures. The post- 
operative course was excellent. After the eighth day 
the bile flow was normal. The patient has remained 
well. W. A. BRENNAN. 


Ogden, C. R.: How Shall We Treat the Infected 
Gall-Bladder and Bile-Ducts? W. Virginia M. 
J., 1919, xiii, 321. 

Many patients treated for indigestion, nervous 
dyspepsia or gastralgia, and even many of those 
brought to the operating room for appendicectomy, 
are found to have gall-stones or infection of the gall- 
bladder or ducts. Experience also has shown that 
gall-stones and kindred affections very commonly 
exist along with chronic surgical lesions of the 
lower abdomen. 

Although surgeons do not agree as to the method 
of treating such conditions, it would seem there 
could be no argument against removing a gall- 
bladder which is so diseased that its function is lost, 
its duct obliterated, and it has become a dangerous 
irritant to the organism. On the other hand, when 
there are stones of recent formation or the bile has 
become infected, draining the bladder by one of the 
usual methods seems best. In such cases the gall- 
bladder may be restored after the infection has 
cleared up. In some instances it may never func- 
tion again but its presence in the body does not 
endanger life and it will afford the surgeon a good 
landmark in subsequent operations on the bile- 
ducts or adjacent organs should they be necessary. 

The removal of the gall-bladder rezardless of the 
pathology in cases of infection with or without 
stones is a dangerous and unwarranted procedure, 

In performing either cholecystotomy or chole- 
cystectomy, the bile-duct should always be ob- 
served and carefully traced. F. P. HamuMonp. 


MISCELLANEOUS 


Jungblut, H. C.: The Significance of Abdominal 
Pain. J. Iowa M. Soc., 1919, ix, 38. 


The author warns against the danger of permit- 
ting preconceived ideas to bias the physician’s judg- 
ment, or the importunities of the patient or his friends 
for the relief of the pain to.distract him from the 
vital necessity of knowing its exact cause. Especi- 
ally warned against is the administration of an opiate 
until the physician is certain that it will not cloud 
the symptoms and thus prevent a diagnosis. 

Mention is made of the importance in the inter- 
pretation of abdominal symptoms of Sir James 
Mackenzie's hypothesis of the so-called visuro- 
sensory or visuromotor reflexes. The board-like 
rigidity of the rectus and upper abdominal muscles 
following the perforation of a duodenal ulcer, and 
the rigidity of the muscular wall over the site of an 
inflamed appendix are examples of these reflexes. 

Pain in the distant areas, the so-called referred 
pains, must always be borne in mind as their true 
association may prove very helpful. They are 
accounted for by the course of embryonic develop- 


ment of the tissues. To illustrate, the author cites 
the pain felt in the testicle in renal colic which he 
ascribes to the fact that in passing down to the scro- 
tum the covering of the testicle receives a branch 
from the first lumbar nerve. When the center of 
the nerve is irritated or stimulated, as in renal colic, 
the pain radiates to the testicle, and constitutes a 
pathognomonic sign of renal trouble. Another 
example is coronary sclerosis in which the referred 
pain often passes to the epigastrium instead of into 
the axilla or down the inside of the arm. 

In gall-stone disease, shoulder pain is not an in- 
frequent complaint and may persist with such 
severity that the cause may be overlooked and the 
condition considered to be neuritis. The expulsion 
of a gall-stone is followed by instant relief. 

Another fact to be borne in mind is that the 
subjective symptoms of pain are modified by in- 
dividual idiosyncrasy. H. J. VAN DEN Bere. 


Beals, L. S., Blanton, W. B.,and Eisendrath, D. N.: 
Abdominal Complications of the Influenza 
Epidemic at Camp Custer, Mich. J. Am. M. 
Ass., 1919, Ixxii, 850. 

Whether the rigidity and tenderness which oc- 
curred sometimes in the first twenty-four hours 
was due to an acute abdominal affection or to muscle 
spasm from lesions of the chest has not been ascer- 
tained. 

A number of patients who complained of dull 
aching pain in the right lower quadrant later showed 
symptoms of bronchopneumonia. Often these 
pains ceased ina short time, but when they continued 
an appendectomy was performed. 

Of 140 patients with bronchopneumonia, 6 had 
acute peritonitis. In 4 it was generalized and in 2 
in the upper left quadrant, suggesting an origin by 
direct extension through the diaphragm. In every 
instance a hemolytic streptococcus was recovered. 
The appendix and gall-bladder were not changed 
except on the serous coat. Five of 6 cases of peri- 
tonitis found at autopsy showed generalized in- 
fection which was evident also in the pleura and 
pericardium. 

One patient admitted October 8 with broncho- 
pneumonia involving both lower lobes developed 
on November 25 a severe pain in the left lower 
quadrant of the abdomen which was accompanied 
by slight distension but no rigidity. The chest was 
aspirated three times, amber fluid, pus and sero- 
hemorrhagic fluid being obtained. On pushing the 
needle deeper, a thick yellow pus was aspirated. 
A costectomy was performed and 1,500 cc. of 
fluid withdrawn. ‘The tenth rib was resected after 
exploratory puncture. Anincision then made through 
the diaphragm revealed a subphrenic abscess from 
which 125 cc. of dark pus was evacuated. Good re- 
covery followed. 

In another case of bronchopneumonia pain de- 
veloped in the left upper quadrant. In this 
instance 9o cc. of chocolate-colored pus were evacu- 
ated through an incision in the eighth interspace 
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from the left subphrenic region. Symptoms of 
generalized sepsis followed and the patient died. 
At autopsy it was found that the lower left lobe of 
the right lung was adherent to the diaphragm, the 
left lung was covered with a thin yellowish exudate, 
and there were abscesses in the liver, generalized 
peritonitis, and suppurative pylephlebitis. 
Jaundice was found in 7 per cent of the autopsies, 
and in all but one a bacteremia was demonstrable. 
The spleen was very little enlarged, moderately 
firm and red, and showed marked congestion. 
Acute congestion of the kidneys and pyelitis were 
often found. In the case of one patient with 
influenza who had a constant aching pain in the 
right side of the abdomen with rigidity and ten- 
derness, a temperature of tort to 104, and a high 
leucocyte count, turbid urine was excreted from the 
right kidney and clear urine from the left. A mass 
was palpated in the region of the former, and on 
operation a large perinephritic abscess was found. 
Rupture of the rectus muscles occurred frequently, 
usually midway between the symphysis pubis and 
the umbilicus, bilateral, and never complete. Weak- 
ened by abscess formation, the muscle probably be- 
came ruptured during violent coughing. 
Thrombophlebitis occurred four times and in 
three instances led to pulmonary embolism. Blood 
cultures were negative. F. P. HAMMOND. 


Montgomery, E. E.: The Importance of Diagnosis 
in Pelvic and Abdominal Surgery and Some of 
the More Common Errors. Am. J. Obst., 1919, 
Ixxix, 321. 


The value of diagnosis cannot be disputed in 
any line of surgery. Upon the diagnosis will depend 
not only the site of the incision, but the organs 
or structures subjected to operation. The character 
of the operative procedure, the relief afforded the 
patient, and his future comfort and life may all 
depend on the diagnostic skill of the operator. It 


consequently becomes incumbent on the surgeon to 
— all the aids at his command. These should 

1. A carefully written history of the previous 
health and the course of the present disease. 

2. Accareful study of the physical signs from the 
affected organ as well as those having their origin 
in remote organs which possibly may exercise a 
baneful influence and often may resemble those 
arising from actual disease of the organ under 
consideration. 

3. The chemical and microscopic study of the 
blood, secretions, and excretions. 

4. The employment of the roentgen rays. 

The examination of the rectum by palpation 
should be a routine part of the first examination 
of every woman suffering from pelvic disease. The 
nerve relation of the rectum, genital structures, and 
bladder is so intimate that disturbance in one may 
readily be mistaken for lesions of one of the others. 
Such an examination will not infrequently reveal 
an unsuspected carcinoma of the rectum. In car- 
cinoma of the cervix, the rectum affords the best 
route by which to determine the extent of in- 
filtration that has occurred in the broad ligaments. 

Probably the most frequent site of error in 
diagnosis in the case of women is the right side of 
the abdomen. Inflammatory conditions of the 
tube, ectopic gestation, with or,without rupture, 
torsion of the pedicle of an ovarian cyst or a cyst 
of the broad ligament, disease of the ureter, the 
passage of a calculus, and empyema in a dragging 
gall-bladder have been mistaken for appendicitis. 
On the other hand, appendicitis in an appendix 
hanging over the brim, or a resulting pus collectior 
in the pelvis as a complication in the parturient 
woman or a woman who has recently undergone 
an abortion, are easily mistaken for tubal, or some 
other form of genital, infection. 

Epwarp L, CoRNeELL. 


SURGERY OF THE EXTREMITIES 


DISEASES OF BONES, JOINTS, MUSCLES, TEN- 
DONS. CONDITIONS COMMONLY FOUND 
IN THE EXTREMITIES. 


Eikenbary, C. F.: The Treatment of Chronic 
Osteomyelitis Due to Gunshot Injuries. J. 
Orthop. Surg., 1919, i, 115. 


The procedure described for cases of chronic 
osteomyelitis is as follows: 

After application of the tourniquet, a long in- 
cision is made over the necrosed area. The bone 
is exposed and search made for the sequestrum. 
The bone over the necrosed area is then chiseled 
away for a distance approximately 1 inch below 
and above the diseased region, the chisel being 
driven in a slanting direction rather than at a sharp 
angle. The wound is packed with sterile gauze 
which is removed after 24 hours. 


The purpose of the operation is to get rid of the 
necrotic bone without leaving any cavity or rough 
spicules. A. STEINDLER. 


Beck, H. G., and McCleary, S.: Multiple Myeloma 
with Bone-Marrow Plasma Cells in the Blood; 
Report of Case. J. Am. M. Ass., 1919, \xxii, 480. 


Since Bence-Jones discovered albumose in the 
urine in cases of multiple myelomata, the condition 
has been recognized more often. 

.The case reported was that of a farmer 55 years of 
age. Five years previously he had had typhoid 
fever and since that time, substernal pains which 
were worse in the spring and fall. Associated with 
these pains were hacking cough and dyspnoea. The 
patient had lost 26 lbs. in weight and was growing 
weaker. 

Examination showed an emaciated man who had 
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pyorrhoea, enlarged, cervical glands, and a swelling 
at the sternal end of both clavicles. Heart dullness 
was increased tothe left. Apical systolic and presys- 
tolic murmurs and pulmonary rales were heard. 
The X-ray examination was negative. The urine 
showed protein resembling Bence-Jones albumose. 
When seen for the second time about six months 
later the patient had pneumonia and a pathologic 
fracture at the juncture of the manubrium ‘and 
gladiolus. The blood examination showed among 
other things the presence of bone-marrow plasma 
cells. ‘The patient died. At autopsy, bone-plasma 
cells were found in the liver and blood and in smears 
made from the affected bones, the sternum, clavi- 
cles, and ribs. I. E. Bisukow. 


Dionis du Sejour: Bone Fistulz (Fistules osseuses). 
Bull. et mém. Soc. de chir. de Par., 1919, xlv, 42. 


The surgical cure of a bone fistula is frequently 
only temporary. New fistulous tracts are formed 
with diverticule filled with excrescences, the 
sequel of the old osteitis. 

Having tried various ways of filling such diver- 
ticule, the author recommends the following 
method: 

1. A careful radiologic study should be made of 
the tract in two planes. 

2. Resect as much of the scar and fistula as 
possible. 

3. Empty the diverticulum and curette the 
excrescences. 

4. All cicatricial tissue should be resected as far 
as healthy tissue. 

5. Cut off a well-nourished strip of muscle and 
fat without cicatricial tissue. 

6. Introduce the strip into the cavity and fix it 
in place with sutures. 


7. Insert fil'form drains. W. A. BRENNAN. 


Dujarier, C.: Pseudarthroses of the Humerus 
(Sur les pseudarthroses de l’humerus). Bull. et 
mém. Soc. de chir. de Par., 1919, xlv, 179. . 


Dujarier has treated 35 cases of pseudarthrosis of 
the humerus due to war wounds. There are two 
types: (1) the type in which the loss of bone is 


~ very extensive and the arm is quite weak, and (2) 


the type in which the loss of bone is slight, not 
exceeding a couple of centimeters. 

The form and position of the bone ends are studied 
radioscopically. 

In certain pseudarthroses near the articulation 
ankylosis is to be feared, but the author has never 
observed a case of this kind. The muscles near the 
pseudarthrosis are usually more or less destroyed, 
partly because of the original traumatism and 
partly because of invasion by cicatricial tissue. 

Operating upon a traumatic pseudarthrosis be- 
fore cicatrization of the wound is not the treatment 
of choice. The author prefers to delay operation 


‘until a month or two after cicatrization. When a 


fistula is present, it is treated before the pseudar- 
throsis. 


It is not necessary to restore the bone to its 
proper length by means of a graft for in the arma 
little shortening is not of much consequence. Many 
patients have made good functional recoveries even 
with ro cm. of shortening. 

In the treatment of pseudarthrosis the author 
has tried different methods of osteosynthesis. Most 
frequently use is made of metallic plates, those of 
Lane, Sherman, or Lambotte. In 15 cases such 
plates gave 8 consolidations and 5 failures. The 
other two patients are still under treatment. 

In some cases silver wire sutures were used after 
the bone ends had been cleaned and freshened. In 
8 such cases there were 6 successes and 1 failure. 
One patient is still being treated. 

In 4 cases in which metallic clips were used there 
was I recovery. 

In to instances the osteoperiostic method of 
Delageniére gave 6 consolidations and only 1 
failure. Three of the patients are still under treat- 
ment. 

The condition to be feared in the treatment of 
pseudarthrosis is suppuration. In the 35 cases 
reported only 18 were aseptic. An aseptic reunion is 
obtained in only half the cases. In severe infection 
the wound is left open or drained. 

To sum up, the author obtained in his 35 cases, 
21 complete consolidations and 7 half successful 
results. Seven patients are still under treatment. 
The time required for consolidation varied from one 
to twelve months. 

Better results were obtained with the humerus 
than any other bone. W. A. BRENNAN. 


Coudray, P.: Two Cases of Superior Bilateral 
Radiocubital Synostosis of Congenital Origin 
(Deux cas de synostose radio-cubitale supérieure 
bilatérale d’origine congenitale).’ Rev. d’orthop., 
Par., 1918, vi, 361. 


Coudray states that there have been a number of 
reports of total or partial absence of the radius. In 
1907 Rais collected 24 cases of congenital radio- 
cubital synostosis. In 20 of these, other local con- 
genital defects, luxation of the radius, absence or 
atrophy of the upper part of this bone, were also 
present. In only 4 cases was the synostosis uncom- 
plicated, and in 3 of these it was bilateral. 

In one of the two cases of bilateral radiocubital 
synostosis reported by the author it appeared at 
first sight that the condition was uncomplicated, 
but later atrophy of the cubitus on both sides was 
found. In the other case there was atrophy of the 
head of the radius on both sides. No operation 
was performed. W. A. BRENNAN. 


Dujarier, C.: Pseudarthrosis of Both Bones of the 
Forearm (Des pseudarthrose :des deux os de 
Vavant-bras). Bull. et mém. Soc. de chir. de Par., 
1919, xlv, 327. 

In a total of 128 cases in which Dujarier operated 
for pseudarthrosis he saw only 15 cases in which the 
two bones of the forearm were involved. Usually 
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both bones are fractured transversely by the same 
projectile. When pseudarthrosis occurs it is gen- 
erally due to the interposition of muscle between 
the fragments. 

Dujarier’s technique in the treatment of this 
condition is to dissect out the four fragmental 
ends, cleanse the area, remove the periosteum, 
freshen the bone ends, put them in correct position, 
and suture with silver wire. Occasionally it is 
necessary to encircle a bone with wire in order to 
insure perfect coaptation. In one case a gap in 
the radius was bridged with a piece taken from the 
ulna. 

In the 15 cases 15 consolidations were obtained, 
3 of these being incomplete. Ten of the cases were 
aseptic. Suppuration occurs in the forearm less 
frequently than in the humerus. W. A. BRENNAN. 


Harding, M. C.: Severe Acute Sprains of the Knee- 
Joint. J. Orthop. Surg., 1919, i, 152. 


The author reports 70 cases of severe acute strain 
of the knee-joint in his service while Chief of the 
Section of Orthopedic Surgery at Camp Lewis. 

The strains were classified as follows: 

General sprain, 40 per cent; of internal lateral 
ligament, 42 per cent; of internal semilunar car- 
tilage, 31 per cent; of external lateral ligament, 1 
case; periosteal tear, internal condyle of femur, 2 
cases; cracks of patella, 3 cases. 

Twenty of the patients gave a history of previous 
injury. All had effusion. Sixty-five per cent were 
aspirated and in 87 cases there was bloody fluid 
ranging from blood-stained synovia to nearly pure 
blood. The average amount of fluid aspirated was 
63 cc. Cultures and smears were negative and the 
X-ray findings mainly negative. Three cracked 
patellas, 3 old dislocated semilunar cartilages, and 
thickened and calcified alar burse were noted. In 
2 cases there were periosteal tears of the internal 
lateral ligament from the inner condyle. The 
damage to the capsule ranged from stretching to 
tearing. 

The most important factor in producing disability 
and slow recovery is the stretching of the capsule 
by effusion. The venous engorgement on the six- 
teenth day is very pronounced. The alar bursx 
are thickened and involved in the general reaction. 
Early motion and weight-bearing are obviously 
contra-indicated. 

The patients are placed on a posterior splint and 
examined with the X-ray. Effusions are aspirated, 
aspiration being done under rigid aseptic precau- 
tions without any anesthesia and with a moderately 
coarse Luer syringe needle. The method is described 
as follows: Locate the outer edge of the patella. 
Then, one finger’s breadth below its upper end, 
point the needle inward at right angles to the ex- 
tended leg and tilt it backward to clip in under the 
edge of the patella. Then pass it in a distance of 2 
ins. and withdraw the plunger of the syringe. If 
not successful, proceed 4 in. deeper until bone is 
struck. The needle then lies in a hollow between the 


condyles and immediately behind the patella. 
Withdraw the fluid, milking the knee cavity toward 
the point of the needle. Close with collodian. 
Next apply a cotton compression bandage, and if 
the knee is painful a posterior molded splint. Keep 
the patient in bed. When the swelling is gone, he 
can be allowed up on crutches, but the foot should 
not be permitted to touch the floor. In a few days, 
if there is no pain or swelling, slight weight-bearing, 
which is gradually increased, may be allowed. If 
swelling occurs, the patient should be returned to 
bed. From the beginning bake the knee with an 
electric baker and apply gentle massage. The 
posterior splint should be removed as soon as 
the pain is gone. When the patient is able to walk, 
two five-yard flannel bandages should be applied 
daily in the form of a figure of eight and used for at 
least three months. 

Patients with strains of the semilunar cartilage 
are kept on posterior splints for four weeks and 
should not be operated upon until the reaction has 
subsided. One patient who was operated upon at 
five weeks did better than another upon whom an 
operation was performed at two weeks. 

Strains of the knee-joint may be subdivided 
into general strains with moderate effusion which 
will get better on the “‘let alone” plan and strains 
with bloody fluid which tend to recur. In the 
latter there are definite capsular injuries, usually 
of the internal lateral ligament and the inner 
meniscus, and occasionally of the bone. These 
cases require two to four months of treatment. 

L. C. DONNELLY. 


Smith, E. H.: The Human Foot, Both Normal and 
Pathological, Exclusive of Most Types of Con- 
genital Defect. N. York M.J., 1919, cix, 225. 


After reviewing various methods suggested for 
determining what constitutes a normal foot, the 
author states that the study of the skeleton indicates 
that most reliable as the axis of such a foot 
would be a line extending from the middle of the 
tuberosity of the os calcis through the middle of the 
articular surface of the astragalus and following the 
inner side of the head of the metatarsal bone of the 
great toe. This line may vary a trifle by falling 
through the head of the metatarsal bone and 
in the feet of primitive people not much given to 
wearing shoes it would be found to intersect the 
great toe. 

Nearly all infants have flat foot because the bones 
of the mediotarsal region are undeveloped. As 
ossification progresses in the normal foot, the arches 
adjust themselves. If ossification is delayed the foot 
becomes the type known as ‘‘weak foot.” The 
X-rays are of the greatest importance in determining 
the presence of this condition. If a weak foot is 
not put up in overcorrection and carefully held in 
proper position when the child is walking, it will 
almost certainly become an organic flat foot. In the 
average person who had normal feet in infancy and 
childhood the subsequent development of flat foot 


i 
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is due to poor shoes, poor muscular development of 
the legs, continuous walking on hard surfaces, or 
to an occupation which necessitates long hours of 
standing or the carrying of heavy weights while 
walking on hard floors. 

The deformity in flat foot is not due to rotation 
of the foot as a whole but begins as a buckling of the 
longitudinal arch inward, after which the apex, as 
represented by the scaphoid bone, may sag down- 
ward. The whole foot in front of the head of the 
astragalus is abducted as is also the os calcis. This 
causes deviation from the normal line at the back 
of the leg. The bones are jammed in the whole 
metatarsal region and if the condition is not 
corrected during adolescence they will become 
distorted like the vertebra in scoliosis. There 
is nothing resembling pronation in this condi- 
tion. 

It is often stated in discussing flat foot that the 
falling of the arch is due to stretching of the plantar 
structures. This is impossible. Most of the plantar 
structures are composed of white fibrous tissue which 
will not stretch but invariably ruptures if forced 
beyond its strength. ‘The longitudinal arch bears 
the same relation to the soft plantar structures that 
a bow does to the cord. If a force be placed upon 
the convex surface of the bow beyond its strength it 
buckles in one or the other direction laterally. This 
is similar to what happens in the flat foot but not 
until the anterior and posterior muscles have become 
weakened and partially atrophied. In the meantime 
the peronei muscles and the muscles of the calf of 
the leg have contracted, the former from overaction 
and the latter from the attempt to make them do 
the work of the tibials. As soon as the deformity has 
become established pain and soreness are frequently 
felt in most of the muscles of the leg. 

Paradoxical though it may seem, claw foot may 
exist with well marked so-called flat foot. The 
co-existence of the two deformities is due to contrac- 
tion of the plantar tissues accompanied by an in- 
ward bulging of the arch. A subcutaneous tenotomy 
of the tendo achillis and division of the contracted 
band of plantar tissue with overcorrection of the 
arch and incasement of the foot in plaster of Paris 
will give most excellent results. 

The most rigid and intractible type of flat footi s 
produced by gonorrhoeal arthritis. The foot 
bulges at the juncture of the scaphoid with the head 
of the astragalus abruptly inward but there is no 
inward bulging of the whole longitudinal arch as in 
ordinary flat foot. The condition is very painful 
and progresses rapidly. Feet of this type should 
not be subjected to the pressure of arch supports or 
special shoes until they have been kept in plaster 
of Paris for several weeks and the original source of 
the infection has been eradicated. Never under any 
circumstances should an attempt be made to correct 
such a foot under an anesthetic. The correction 
will fail utterly and excite the most serious ar- 
thritis. 

Sheet wadding should have no place in surgery. 


Good absorbent cotton properly cut, applied smooth- 
ly, and bound down by athin gauze bandage makes 
an ideal dressing. Plaster of Paris when applied to 
the foot should be filled in underneath the arch so 
as to give a sort of rocker shape to the sole of the 
dressing. This serves two purposes: it prevents the 
dressing from breaking down and enables the patient 


‘to walk comfortably without the use of the ankle 


joint. 

; Very much of the plaster of Paris work of the 
present day is poorly done. Sayre in describing the 
method of making plaster of Paris bandages said: 
‘“‘Get crinoline, wash out the starch, and dry care- 
fully, and then make the bandages.” Physicians 
have ignored his advice in regard to washing out the 
stiffening. At the present time this stiffening is 
not starch but glucose sizing. Glucose syrup has a 
partially solvent effect on plaster of Paris. The 
glucose sizing in the crinoline used in most hospitals 
makes the plaster dressing damp and cheesy and 
causes it to crumble. Unsized gauze with a coarser 
mesh than the ordinary gauze should always be used. 
The plaster applied should be dental impression 
plaster, a most excellent modification of which is 
obtained by adding to it 5 per cent of white cement 
such as is used to set white tile. Feet affected with 
chilblains should never be put up in plaster of 
Paris. 

Arthrodesis performed in the usual way, or by 
some of the newer methods in which a bone graft 
is inserted, is of doubtful expediency. Frequently 
when a bone graft is used the denudation of the 
bone from its articular cartilage is not thoroughly 
done, with the result that there is nonunion and the 
bone graft promptly breaks. 

Metal arch supports should be obsolete as there 
is seldom a case requiring their use, and any arch 
support is utterly useless if placed in a shoe with a 
weak shank. The supports found on the market 
serve only to perpetuate the deformity and bruise 
the metatarsal bones, sometimes leading to serious 
arthritis. 

Arch supports should be made of a good quality 
piano felt properly shaped so as to raise the foot 
underneath the ankle joint and not so much under 
the scaphoid and internal cuneiform bones. They 
should be the shape of the normal foot and very 
light and flexible. When put inside of a shoe with a 
strong shank such a support will hold the patient as 
well as any other. 

The swing-last shoe has no effect in preventing or 
curing flat foot. It will ruin the metatarsophalangeal 
joint of the little toe and cause pain in the third, 
fourth, and fifth toes. 

In cases of flat foot:a breaking-down of the trans- 
verse arch with metatarsalgia is frequently noted. 
This is due, not to a pinching of a nerve trunk be- 
tween the heads of the metatarsal bones, but to an 
arthritis in the metatarsophalangeal joints usually 
of the second and third, or the third and fourth toes. 
The condition is nearly always accompanied by one 
or more calluses underneath the ball of the foot. 
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Frequently the extensor tendons are contracted and 
the toes stick up after the fashion of a duck’s head 
and neck. Careful manipulation of the joints in- 
volved will show them to be inflamed and very sen- 
sitive. A pear-shaped pad of piano felt glued to an 
insole or to the sole of a felt arch support so as to 
lift up the second, third, and fourth metatarsal 
bones, but never the first and fifth, will relieve this 
condition or cure it. 

Also associated with flat foot we often find bunions 
with hallux valgus. Barring cases in which caries 
is present, the joint should never be resected and the 
head of the metatarsal bone should always be spared. 
Transplantation of tendons in this condition is 
unwarranted. Watson-Cheyne’s operation, which is 
described in detail, gives the most admirable results 
and leaves the foot unblemished. 


Jauristi, V.: On Certain Dystrophias of the Limbs 
(Sobre algunas distrofias de los miembros). Rev. 
espan. de cirug., 1919, i, 87. 

Having investigated the origin of certain limb 
dystrophias the author disagrees with the generally 
accepted ideas regarding them. His conclusions 
from his studies are as follows: 

1. Among the effects of white swelling are cer- 
tain trophic disturbances which are quite inde- 
pendent of the tuberculous lesions proper. In the 
first group is hypertrophy which often involves the 
whole limb, is due to medullary reaction, and has 
been wrongly attributed in many cases to assumed 
positions of the limb. The second group includes 
adiposis, amyloid degeneration, fibrosis, and calci- 
fication which are inflammatory rather than follicu- 
lar or specific lesions produced locally by the 
Koch bacillus. In the third group are regressive 
changes, atrophy, ankylosis, and vicious fixations 
which the author believes are sympathetic dystro- 
phias. 

2. Numerous sympathetic dystrophias are seen 
following injury. These are manifested as paresis, 
rarefaction of the bone, muscular atrophy or sclerosis 
and cessation of the growth of the whole limb. 
Ischemic contraction, another sympathetic condi- 
tion, is treated by simple denudation of the vascular 
sheaths. 

3. The necessity for the revision of the classifica- 
tion of other types of bone dystrophias seems to be 
indicated by the teachings of the pathology of the 
endocrine sympathetic system. W. A. BRENNAN. 


FRACTURES AND DISLOCATIONS 


Marchak: Five Fractures of the Neck of the Femur 
Treated by the Method of Pierre Delbet (Cing 
fractures du col du fémur traités par la méthode de 
Pierre Delbet). Bull. et mém. Soc. de chir. de Par., 
1919, xlv, 305. 

This report was read by Delbet who stated that he 
first introduced his method of treating fracture of 
the neck of the femur with the aid of screws eleven 
and one-half years ago. 


There are two groups of so-called neck fractures 
of the femur, the first, true cervical fractures, and 
the second, fractures of the mass of the trochanter. 
Each of these groups has subvarieties. 

True cervical fractures donot consolidate by a 
bony callus, while fractures of the mass of the tro- 
chanter consolidate as well and as quickly as dia- 
physeal fractures. 

Formerly in France fractures of the neck of the 
femur were not treated directly. Attention was 
paid rather to the pulmonary complications which 
might result. The consequence was that if the 
fracture was entirely cervical it did not consolidate, 
and if cervicotrochanteric.it consolidated in a very 
faulty position. The practice followed in America 
in the treatment of this condition was not much 
better. 

In 1907 Delbet tried to improve the treatment. 
Lambotte’s screw method was not giving satisfac- 
tory results as the head of the femur usually became 
necrotic. 

Delbet’s recent apparatus for use in cases of frac- 
ture of the femur opened up a new phase of the 
question. As this apparatus permitted walking 
while assuring apposition it appeared that the 
screws were unnecessary. This has been con- 
firmed by experience as regards the treatment of 
fractures of the mass of the trochanter. Cervico- 
trochanteric fractures treated by Delbet’s thigh 
apparatus have consolidated without deformity 
and with the return of function. Screws are 
necessary only in the cases of very fat, heavy 
patients. 

In cases of true cervical fractures, however, con- 
solidation is not obtained by the use of the thigh 
apparatus. Delbet is not able to explain this fact 
satisfactorily but is of the opinion that possibly the 
screw acts as an irritant and excites osteogenesis. 
Fixation of the bone fragments by wooden screws 
without an arthrotomy, in addition to the use of the 
thigh apparatus still remains, therefore, the treat- 
ment of this type of fracture. 

In Marchak’s five cases Delbet’s technique was 
followed exactly. Three recent fractures were fixed 
with screws and two cases of pseudarthrosis were 
treated by grafting. 

In one of the screw-fixation cases death occurred 
from embolism which autopsy showed could not be 
attributed in any way to the operation. 

W. A. BRENNAN. 


SURGERY OF THE BONES, JOINTS, ETC. 


Willems, C., and De Caestecker, J.: Immediate 
Walking after the Removal of Mobile Foreign 
Bodies from the Knee; Thirteen New Cases 
(La marche immédiate aprés l’extirpation des 
corps mobiles du genou. Treize nouvelles observa- 
tions). Bull. et mém. Soc. de chir. de Par., 1919, xlv, 
44. 

The authors recently reported 5 cases of free 
bodies removed from the knee in which, according 
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to the method devised by Willems, they prescribed 
immediate walking after operation. 

The 13 cases reported herewith confirm the good 
results obtained formerly in every respect but are 
not as astonishing as those given by immediate 
active mobilization in cases of purulent arthritis. 

W. A. BRENNAN. 


Cotte, G.: Treatment of Wounds of the Knee- 
Joint by Immediate Active Mobilization 
(Traitement des plaies articulaires du genou par la 
mobilisation active immédiate). Bull. et mém. Soc. 
de chir. de Par., 1919, xlv, 238. 


Cotte has treated 17 wounds of the knee-joint 
by the Willem’s method of immediate active mobili- 
zation. 

Eleven of these patients were first operated upon 
from forty-eight to sixty hours after the injury. 
_ Six had already been operated upon in other ser- 
vices and came to Cotte’s service with arthritis 
fully developed. 

In 6 of the cases of recent injury immediate active 
mobilization has given the best result not only as 
regards arthritis but also as regards the return of the 
articular function. In 2 cases, however, in spite 
of the early and regular application of the method, 
a severe arthritis developed and in one case amputa- 
tion was necessary. ; 

In the other 3 cases of recent wounds in which a 
primary intervention was done there were bone 
lesions in addition to the joint injury. In 2 of these, 
despite immediate mobilization, resection was 
necessary. Both patients recovered. In the case 
of the third patient there was a good functional 
recovery. 

In the 6 cases of arthritis which were treated by 
active mobilization a secondary resection was neces- 
sary in 4 and an amputation in 2. There were 5 
recoveries. One of the patients upon whom ampu- 
tation was performed died. 

The author considers that these cases gave a fair 
trial of Willem’s method as they were not selected. 
The results were not so good as those obtained by 
Willem’s and Depage. 

The facts show that in recent injuries of the joint 
immediate active mobilization almost always gives 
good results as in 7 out of the 11 cases recovery has 
been almost complete. 

In wounds of the joint in which arthritis has 
developed, however, failure by the method has been 
general. 

The failures may perhaps be explained by the 
length of time that elapsed between the injury, the 
first operation, and the mobilization, but whatever 
the cause, active mobilization did not cure the 
arthritis and in fact may have had an unfavorable 
effect upon it. 

The author therefore concludes that in cases of 
arthritis with associated bone lesions due to war 
injuries an early secondary resection is best. Ac- 
tive mobilization after several day’s time is not 


to be recommended in the cases of patients upon 
whom arthrotomies have been performed. 
W. A. BRENNAN. 


Thompson, J. E.: Anatomical Methods of Ap- 
proach in Operations on the Long Bones of 
the Extremities. Ann. Surg., Phila., 1918, Ixviii, 
309. 

The men who have left the greatest impress on 
scientific surgery have achieved their success through 
contributions to anatomical improvements in tech- 
nique and additions to our knowledge of surgical 
pathology. 

It is pointed out that while wonderfully good sur- 
gery is performed on the abdominal viscera, and in 
some instances an unusual degree of skill is shown 
in operations on the neck, the work done on the arms 
and legs, is with few exceptions not of the highest 
order. This deplorable condition is attributed part- 
ly to the surgeon’s lack of practice and partly to his 
deficient training in anatomy. 

The author has made an extensive study of the 
long bones and the best routes by which they can 
be reached, summing up the results of this study as 
follows: 

The best routes to expose the tibia are: 

1. Along the line of its subcutaneous surface from 
the medial tuberosity proximally to the tip of the 
medial malleolus distally. This is the route of 
choice. 

2. Along the line of the medial border of the tendo 
achillis and the flexor pollicis longus to expose the 
posterior surface of the distal end of the shaft for 
tendon implantation and fixation. 

3. Along the line of the lateral border of the tib- 
ialis anterior to expose the anterior surface of the 
distal end of the shaft for tendon implantation and 
fixation. 

To expose the fibula, the best routes are: 

1. Along the line of the subcutaneous surface of 
the lower fourth of the shaft and the lateral malleo- 
lus. 

2. Along the posterior peroneal septum for the 
upper three-quarters of the shaft. 

For the exposure of the femur, the author recom- 
mends the following routes: 

1. Vertically upward from either lateral or me- 
dial epicondyle for the lower epiphysis and the lower 
quarter of the shaft. 

2. An anterolateral incision lateral to the rectus 
femoris for a small area at the juncture of the middle 
and lower thirds of the shaft. 

3. An external incision for the upper three- 
quarters of the shaft along a line drawn from the tip 
of the trochanter major to the outer border of the 
patella. 

4. Between the vastus lateralis in front and the 
short head of the biceps cruris and the insertion of 
the glutaus maximus behind, along a line extending 
from the posterior border of the great trochanter 
proximally to the posterior border of the lateral con- 
dyle distally. 
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5. Along the line of a medial incision extending 
vertically upward from the abductor tubercle, to 
expose the posterior surface of the lower fourth of 
the shaft (popliteal surface). 

6. The anterior oblique incision lateral to the line 
of the upper end of the sartorius muscle for the ex- 
posure of the hip-joint, the neck of the femur and 
the upper part of the shaft. 


Heitz-Boyer: Twenty-Five Cases of Massive Bone 
Grafts (A propos de 24 cas de grefies osseuses 
— Bull. et mém. Soc. de chir. de Par., 1919, 
xlv, 88 


Ten of these bone grafts were done in cases of 
pseudarthrosis without bone loss and 15 in cases 
with loss of substance ranging from 2 to 11 cms. 
Eight cases were aseptic and 17 septic. 

Of the aseptic cases 4 were without loss of sub- 
stance and gave 4 recoveries. In the 4 cases with 
loss of substance there were 2 perfect recoveries, 
1 failure, and 1 case of fracture of the graft. 

In the 17 septic cases, there were 12 successes, 
1 failure, and 1 doubtful result. In 3 cases the 
results are not yet complete. 

In 20 of the cases in which the graft was inserted 
more than a year ago it has become more or less com- 
pletely eliminated in 11. In spite of the elimina- 
tion, Heitz-Boyer obtained recovery from the pseud- 
arthrosis and bone regeneration sometimes reaching 


5 cms. in 10 of these cases. The eliminated graft 
was partly eaten away and some parts had com- 
pletely disappeared. 

The results obtained in cases in which there was 
suppuration were almost as successful as those 
obtained in cases without suppuration, showing that 
a bone graft may “take’’ almost as well in a slightly 
infected area as in an aseptic area. 

A second finding was that a graft of dead bone 
provokes reparative osteogenesis almost like that 
caused by a graft of living bone, and such repair- 
osteogenesis can be obtained even when the graft 
is eliminated provided the elimination does not 
occur too soon. : 

The experience gained during the war, therefore, 
has established the fact that grafts of dead tissue 
are as efficient as grafts of living tissue, and that 
in the adult it is the bone tissue itself rather than 
the periosteum which forms the reparative bone 
tissue. 

The graft constitutes a passive reserve agent 
from which calcium can be drawn for the repair 
processes. The action is mostly indirect, and as 
regards the graft is mechanical, irritative, and chemi- 
cal. The author discusses these points at length, and 
arrives at the conclusion that from the viewpoint 
of practical surgery the use of grafts of dead bone 
is preferable to the use of grafts of living bone. 

W. A. BRENNAN. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Elsberg, C. A.: On Some Lesions Observed 
in Operation for Old Injuries to the 
Spinal Cord, with Remarks as to Treatment. 
Ann. Surg., 1919, lxix. 239. 


There are but few cases of injury to the spinal 
cord which will require operative interference 
months after the initial trauma. The definite 
indications for operation the author sums up 
succinctly. In order to arrive at the proper con- 
clusions thorough and repeated neurologic examina- 
tions and the use of good X-ray plates are very 
necessary. 

Even if the reflexes have returned and spasticity 
is marked, surgical relief is impossible if the symp- 
toms of a complete transverse lesion have existed 
from the time of the trauma. Neither has the 
author ever seen improvement dfter operative 
interference upon patients with symptoms of 
incomplete cord lesions who had large bed sores 
and were much emaciated. 

Those who have improved considerably for a 
period of months but in whom the improvement 


has stopped before the useful function of the limbs 
has been regained should be operated upon if 
either a marked angulation of the cord has remained 
or the X-ray shows a narrowing of the spinal 
canal by dislocated or newly formed bone and un- 
less the examination shows that there is a dis- 
sociated disturbance of superficial sensation. If 
there has been considerable return of the power 
in the lower limbs and the condition has become 
stationary, and if locomotion is interfered with by 
the spasticity, a laminectomy and division of the 
appropriate posterior nerve roots is often followed 
by very satisfactory results. If severe root pains 
at or near the upper level of the lesion cannot be 
relieved by immobilization of the spine, a wide 
decompression laminectomy with division of the 
posterior nerve roots should be done. 

The author has performed 20 operations for old 
fractures or wounds of the vertebral column. 
Eight patients were relieved completely and the 
condition of 6 of them was greatly improved. 

GATEWOOD. 


t 
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SURGERY OF THE 


Cone, S. M.: Some Practical Applications of 
Pathology to the War Injuries of Nerves. J. 
Orthop. Surg., 1919, i, 157. 

Macroscopically at the operating table note 
should be taken systematically of the size, shape, 
location, color, circumscription or infiltration, con- 
sistency, translucency, and homogeneity of the 
injured tissue. Protoplasm (cells) en masse is 
translucent, gelatinous, gray, more or less cedemat- 
ous and bulging. When compact, it is gray and 
opaque. Fat is yellow; muscle, red; arterial cir- 
culation, pink; venous congestion, blue; and broken- 
down blood, brown. Fibrous tissue is hard to tear, 
grates on cutting, and may be separated readily 
from its surroundings only when it is circumscribed 
or beginning to retract. When dense, it cups on 
section and retracts about softer and more cellular 
tissue. 

The author continues in this terse fashion to 


’ describe the gross and microscopic findings the 


surgical indications, and the prognosis. The article 


NERVOUS SYSTEM 


is the last word on the pathology of war injuries of 
the nerves. L. C. DonneELLY. 


Jones, A. R.: Tendon Fixation in Irrecoverable 
Musculospiral Paralysis. J. Orthop. Surg., 1919, 
1, 135- 

With his description of the deformity of the hand 
caused by musculospiral paralysis the author 
briefly describes also tendon fixation, its history, and 
the various methods of applying it. The treatment 
of musculospiral paralysis consists in converting 
the extensor radialis longior, brevior and carpi 
ulnaris into ligaments. 

The typical Galli operation is performed, the 
tendons beinz buried in scarified grooves of the 
bone over which periosteum is then sewed. After 
the operation the hand is held in a slightly dorsi- 
flexed position for two or three months and no active 
motion is permitted for at least six weeks or more. 
Case reports are given with photographs showing 
good functional results. C. C. CHATTERTON. 


MISCELLANEOUS 


CLINICAL ENTITIES—TUMORS, ULCERS, 
ABSCESSES, ETC. 


Alexander, M. E.; and Follett, E. C.: Subcutaneous 
Emphysema, with the Report of Several Cases, 
Particularly One with Very Extensive Gen- 
eralized Emphysema. J. Am. M. Ass., 1919, xxii, 
930. 

Congenital emphysema is very rare. Emphysema 
in infants as the result of rupture of pulmonary ves- 
icles following violent exertion or a fit of coughing has 
been observed by various authors. Traumatic em- 
physema of external origin may result from stab 
wounds. Puncture wounds, even those produced by 
an ordinary, medium-sized exploratory needle, have 
also been known to produce severe emphysema. In 
regard to traumatic emphysema of internal origin, 
the author states that cases have been described in 
which the condition was due to rupture of almost 
any part of the alimentary canal, as for example 
the oesophagus, the stomach, or the rectum. What 
is true of the alimentary canal is true of the air pas- 
sages. The rupture of almost any part may pro- 
duce emphysema, as for example rupture of the nose 
and accessory sinuses, the larynx, the trachea and 
bronchi, or the lungs. 

Emphysema of the tissues surrounding an abdom- 
inal wound after laparotomy is a rather curious man- 
ifestation, but cases have been recorded from time 
to time. By the term “spontaneous emphysema” is 
meant the occurrence of emphysema after exten- 
sive subcutaneous extravasation of blood. Emphy- 
sema during labor is not very frequent. Usually it 
occurs in the second stage of labor, during the pe- 


riod of expulsion, when, owing to the excessive 
straining, pulmonary vesicles are ruptured. 

In reviewing the literature, reports of a consid- 
erable number of cases of generalized emphysema 
are found. The exact distribution of the emphy- 
sema varies in different cases and depends on the 
extent of adherence of the skin to the subjacent 
structures. 

The complications of emphysema are: (1) exten- 
sion to the mediastinum; (2) extension to the inter- 
nal-organs; (3) hemopneumothorax and pyopneumo- 
thorax; and (4) erysipelas and cellulitis. 

Generally speaking, the prognosis is good, but 
depends on the origin of the condition and its com- 
plications. The accepted opinion seems to be that 
subcutaneous emphysema requires no special treat- 
ment beyond that of the condition causing it. 

H. H. FREILIcu. 


Lewis, J. H.: Slow Intravenous Injection of Anti- 
serum to Prevent Acute Anaphylactic Shock. 
J. Am. M. Ass., 1919, Ixxii, 329. 


After a thorough review of the literature dealing 
with anaphylactic shock in serum treatment, and 
an experimental study with dogs, rabbits and 
guinea-pigs, the author has arrived at the following 
conclusions: 

Acute anaphylactic shock can be prevented in 
sensitized experimental animals by giving otherwise 
fatal doses of diluted antigen intravenously at a 
very slow rate. 

So far as these results can be applied to man, it is 
to be recommended that when immune serum must 
be given intravenously, it should be injected slowly 
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and in dilute form. The exact’ quantative relation 
must be worked out experimentally with the patient. 
At present it can be said only that the injec- 
tions should be given as slowly, and the dilutions 
should be as high, as is convenient or necessary under 
given conditions. H. J. VAN DEN BERG. 


SERA, VACCINES, AND FERMENTS 


Casaubon, A.: The Comparative Value of the 
von Pirquet and Mantoux Reactions in Estab- 
lished Tuberculosis (Sobre las reacciones de von 
Pirquet y de Mantoux; su valor comparado en los 
tuberculosos averiguados). Rev. Asoc. méd. argent., 
I91Q, XXX, 34. 

The author sums up his conclusions as follows: 

1. The intradermal reaction of Mantoux is more 
trustworthy than the cutireaction of von Pirquet 
in all types of tuberculous infection, active, latent, 
or cured. 

2. The dosage in the von Pirquet test is 1 drop 
of pure tuberculin. In the Mantoux test the dose 
ought to be o.1 cc. of a solution of 1:1000 of the same 
tuberculin instead of .o1 mg. as proposed by the 
authors, and even o.1 cc. of a solution of 1:100 in 
the case of those who did not react or gave only 
a doubtful reaction in two or three previous at- 
tempts with the first dose. 

3. Except for a slight and transitory elevation 
in temperature the doses indicated do not cause any 
disturbance whether the tuberculosis is active or 
latent or the patient is a child or an adult. The 
investigations of Combe and Jeanneret have shown 
also that they cause no disturbance even in the 
infant. The ulcerous reaction produced by the 
Mantoux test may-be produced also by the von 
Pirquet test. 

4. Greater technical difficulties are offered by the 
Mantoux test but it has the advantage of greater 
accuracy. 

5. The high percentage of positive results ob- 
tained by the von Pirquet test in the case of those 
who are infected with tuberculosis and the very 
great simplicity of its technique and materials 
makes it particularly acceptable, however, under 
certain conditions. When possible, use should be 
made of both tests. 

6. Positive reactions to tuberculin are dependent 
upon the presence of antibodies. As these may be 
absent, either permanently or temporarily in 
persons infected with tuberculosis, the tests should 
be repeated at different times before it is asserted 
that the subject is free from infection. 

W. A. BRENNAN. 


BLOOD 


Delrez, L.: Sanguinary Effusions of the Serous 
Cavities (Les épanchements sanguins des cavités 
séreuses). Arch. méd. belges, 1918, Ixxii, 602. 


For a long time it has been generally believed 
that blood extravasated into serous cavities does 


not coagulate. This theory, however, is not founded 


upon correct observation. 

Recent animal experimentation by Delrez showed 
that when extravasated blood was removed by 
puncture from a serous cavity it did not coagulate 
in vitro; that when the cavity was opened either 
immediately or within some hours after the extra- 
vasation, clots always were found; that the propor- 
tion of defibrinated blood was always very high in 
comparison with the clots; and that in animals the 
absorption of blood effused in serous cavities is 
always very rapid. 

These results obtained experimentally in animals 
are entirely in accord with what might be assumed. 
Blood extravasated into the serous cavities coagu- 
lates by the formation of gelatinous clots resembling 
coagulation in vitro. It resembles defibrinated 
blood because of the abundance of serum. In 
hemothorax the condition is due at least in part to 
the churning caused by the movements of the 
diaphragm, and in hemoperitoneum by the move- 
ments of the*abdominal viscere. 

There can be no doubt but that in pleural or 
peritoneal extravasation in man the blood undergoes 
coagulation. Intra-articular coagulation has been 
demonstrated by arthrotomies. No indication as to 
what becomes of the products of these coagulations 
is given by animal experiments as in the latter 
absorption is rapid while in man it is extremely slow. 

On applying the findings of the experiments 
reported to practical surgery it is evident that 
puncture of extravasated blood by the needle or 
syringe is futile inasmuch as the clots and fibrin 
escape it. A more radical method of evacuation 
is therefore indicated. The area of such effusions 
should be opened with the scalpel, the opening being 
made large enough (8 to 10 mm.) to permit the easy 
passage of clots. Rigorous asepsis is required but 
otherwise this method is simple. W. A. BRENNAN. 


Mandlebaum, F. S.: Two Cases of Gaucher’s 
Disease in Adults; a Study of the Histo- 
pathology, Biology, and Chemical Findings. 
Am. J. M. Sc., 1919, clvii, 366. 


Only 16 cases of Gaucher's disease in which the 


diagnosis was established by histologic examination 
had been recorded up to the year 1916, and since 
that time the reports of only 2 authentic cases have 
been published. The writer presents 2 additional 
cases in detail, giving the histologic and chemical 
findings and attempting to establish the disease on a 
firm anatomic basis. He discusses also some 
disputed questions relating to the histogenesis of 
the large cells in the hematopoietic organs and the 
chemical nature of the substance in the cells. 

The disease begins usually in infancy or childhood 
and is characterized clinically by progressive 
enlargement of the spleen and subsequently of the 
liver, a discoloration of the skin of the exposed parts 
of the body, a peculiar thickening of the con- 
junctive, hemorrhages such as epistaxis or bleeding 
from the gums, and a definite leucopenia. The 
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superficial lymph nodes are not enlarged, there is no 
jaundice, and ascites is rare. The condition is 
distinctly chronic. 

The organs involved are the spleen, liver, lymph 
nodes, and bone-marrow. The presence in these 
organs of peculiar large cells with a characteristic 
cytoplasm not exactly duplicated in any other 
disease is a distinguishing histologic feature. These 
cells are derived from the reticulum of the hemato- 
poietic structures. That they may originate also 
from the endothelial cells of the venous sinuses of 
the spleen cannot be denied. Fat or lipoid bodies 
cannot be found in the large cells by microchemical 
or polariscopic tests. On chemica analysis it is 
found that the peculiar substance in the large cells 
does not belong to the extractive group, but is 
apparently a complex protein in combination with 
lipoids. 

Gaucher's disease is evidently caused by some 
disturbance of metabolism the products of which 
are contained in a specific group of cells (reticulo- 
endothelial) of the hematopoietic system. In other 
diseases and in some lesions produced experi- 
mentally in animals, the presence of large cells .in 
the same specific group may be noted. This group 
may react in various ways to chemical, bacterial, 
metabolic or toxic irritation, but the changes in each 
instance are dependent on the etiologic factor and a 
clear distinction between the reactions of these 
cells and the large cells of Gaucher’s disease may be 
made by microchemical and histologic examination. 

H. H. 


Kahn, M., and Barsky, J.: Studies of the Chem- 
istry of Pernicious Anemia. Arch. Int. Med., 
1919, Xxili, 334. 

In an endeavor to add something to our rather 
sparse knowledge of the pathochemistry of pernici- 
ous anemia Kahn and Barsky conducted a series of 
investigations on 3 cases of the disease. ‘These cases 
were as follows: . 

Case 1. Jewish woman, 45 years old, married; 
no children; four miscarriages; husband well. 
A Wassermann test was made and twice was found 
to be weakly positive. When the patient came to 
the hospital, she had a red blood count of 720,000, 
hemoglobin 35 per cent, color index 2, white blood 
count 6,600, neutrophils 53 per cent, eosinophils 
1 per cent, large mononuclears 2 per cent, and 
lymphocytes 44 per cent. Marked anisocytosis and 
poikilocytosis. Coagulation time, 12.5 min.; blood 
platelets 150,000. The patient remained in the 
hospital tur three months, and was given several 
transfusions by the citrate method. Salvarsan had 
no effect. During one of the remissions she left the 
hospital. 

Case 2. Married salesman; one child; ill for 
eight months; denied syphilis; had had gonorrhea; 


‘Wassermann doubtful. Blood: red blood count 


1,200,000; hemoglobin 45 per cent; color index 1.8; 
marked anisocytosis and poikilocytosis; normoblasts 
present; platelets 185,000; coagulation time, 11 min. 


The patient was given several transfusions, but died. 
No autopsy. 

CASE 3. Married woman, aged 42; two children; 
ill one year. Blood: Wassermann negative; red 
blood count 1,400,000; hemoglobin 42 per cent; 
color index 1.3; blood platelets 210,000; coagulation 
time 13.5 min.; white blood count 7,200; polynu- 
clears 62 per cent; many normoblasts. The patient 
was given several transfusions and left the hospital 
during a remission. 

The investigations included examination of the 
blood, a study of the functional capacity of the gas- 
tro-intestinal tract, a study of the function of the 
pancreas, examination of the urine and a study of the 
liver and kidney function. The results were sum- 
marized as follows: 

1. The blood shows a lessened specific gravity 
of the serum, reduction of the protein content, an 
increase in the ash and lime content, and a normal 
fat, cholesterol and glucose percentage. 

2. There is complete anacidity in the stomach, 
an increased residuum, and absence of pepsin, the 
picture resembling that of carcinoma ventriculi. 

3. The Wolff-Junghans test is negative. 

4. Intestinal digestion is disturbed. The fecal 
bulk is much increased, and the nitrogen lost in the 
faeces above normal. The fat in the feces is normal. 

5. Intestinal putrefaction, as evidenced by 
increased ethereal sulphate output, is present. 
There is a state of suboxidation—the neutral sul- 
phur fraction is increased. 

6. The pancreas functionates normally as 
evidenced by enzyme examination of the duodenal 
contents and feces. 

5. There is a deficiency in the hepatic detoxica- 
tion function as shown by the sulphoconjugation 
test. The glycogenic and ureogenic functions of 
the liver are normal. 

8. The excessive haemolysis is attended by both 
a pleochromia and a_ urobilinocholia. In_ this 
regard Schneider’s experiments are corroborated. 

9. There is an increased elimination of oxypro- 
teic acid nitrogen in the urine; the other urinary 
nitrogen fractions are normal. 

1o. The renal function is normal as evidenced by 
the phenolsulphonephthalein test and the blood- 
nitrogen partition. 

11. The creatinin in the blood is increased. 

12. Acidosis is present as determined by the 
carbon-dioxid combining power of the blood plasma, 
the H-ion concentration of the blood, and the carbon 
dioxid of the alveolar air. G. W. Hocurern. 


Goormaghtigh, N.: Arrest of Kidney Function 
Following Blood Transfusion (Note sur un 
cas de bloquage du rein consécutif 4 la transfusion 
du sang). Arch. méd. belges, 1918, \xxii, 611. 


In the case of a wounded soldier treated by a 
transfusion of blood from a healthy donor a de- 
crease in the kidney function was observed the 
following day. The man died. The autopsy findings 
showed the picture of a grave toxemia and the 
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presence of lesions of a toxic nature in the liver and 
the heart. The blood plasma of the donor appeared 
to have acted as a toxin. 

The symptoms of failure in the kidney function 
following transfusion are marked oliguria which 
begins early and develops into anuria, a gradual 
increase in the arterial pressure associated with 
slowing of the pulse, an antitoxin reaction of the 
organism, and marasmus, i.e., the clinical picture of 
uremia. 

Two questions are suggested: What was the 
cause of the kidney block, and under what cir- 
cumstances may the blood of a donor act as a toxin? 
In answer to the first, the author states that the 
renal condition probably had its origin in the liver 
which is able to secrete substances, like urea, with 
an effect upon the renal function. Anuria is a fre- 
quent symptom in severe hepatites. The answer 
to the second question calls for further research. 

W. A. BRENNAN. 


BLOOD AND LYMPH VESSELS 


Guéniot, P.: The Value of Distant Arterial Liga- 
tion in the Treatment of Hemorrhage (Valeur 
des ligateurs artérielles 4 distance dans le traitement 
des hémorragies). Bull. méd., Par., 1919, xxxiii, 107. 


In Guéniot’s opinion it is best to ligate the two 
ends of the bleeding vessel in the area of the wound. 
In deep hemorrhage from facial wounds, however, 
this is not always possible. In such cases recourse 
must be had to ligation of the external carotid 
artery, the efficiency of which is now well known. 

In hemorrhages from wounds of the limbs arterial 
ligature at a distance from the wound is only a 
makeshift, an operation of necessity rather than of 
choice. The surgeon may be compelled to ligate in 
this way, for example, in cases of secondary hemor- 
rhage from infected wounds. In spite of all objec- 
tions, however, it is in some cases an admirable 
means of securing hemostasis. The arterial trunk 
should be tied as near as possible to the site of the 
lesion, above and below it. W. A. BRENNAN. 


Rocher: Arteriovenous Aneurism of the Aorta 
and Vena Cava Produced by a Bullet in the 
Left Renal Vein (Anévrisme artériosa-veineux 
aortico-cave produit par une balle de fusil logée 
dans la veine rénale gauche). Bull. et mém. Soc. 
de chir. de Par., 1919, xlv, 12. 


The autopsy on Rocher’s patient showed that a 
bullet which had traversed the right hypochondrium 
had struck the lower pole of the right kidney, per- 
forated the inferior vena cava at its external aspect, 
reperforated the vena cava on the anterior aspect 
near its internal edge, and pierced the anterior wall 
of the aorta. An enormous diffuse aneurismal hema- 
toma had resulted. The subsequent heart, lung, 
kidney, and other disturbances caused death within 
— mohths. A diagnosis of aneurism had not been 
made. 

Arteriovenous communications of the aorta and 


superior vena cava more frequently originate from 
an arterial lesion of pathologic order than from a 
traumatism. They are usually situated in the 
ascending portion of the arch of the aorta and the 


. vena Cava. 


Arteriovenous aneurisms of the inferior vena cava 
usually result from a traumatism in the form of a 
violent abdominal contusion. 

Although in aneurism of the aorta and the inferior 
vena cava there is a pulsating tumor in the abdomen, 
an arteriovenous aneurism has been diagnosed only 
once in the cases recorded in the literature. In no 
recorded case has any surgical operation been at- 
tempted. The author believes, however, that in 
traumatic cases separation of the vessels and sutire 
is quite feasible. W. A. BRENNAN. 


Grégoire, R.: Arteriovenous Aneurisms and Ar- 
terial Suture (Anevrismes artérioveineux et suture 
artérielle). Bull. et mém. Soc. de chir. de Par., 1919, 
xlv, 407. 

The ideal treatment of arteriovenous aneurisms 
is unquestionably a treatment which closes the 
arteriovenous communication while preserving the 
physiologic integrity of the vessels. Such an ideal 
operation is rare for in o1 cases of arteriovenous 
aneurism reported to the Société de Chirurgie 
during the past four years it was performed only 
9 times. Quadruple ligature and extirpation which 
is the usual procedure often leave distressing se- 
quelz such as ischemia and gangrene of the limb. 

In a great many instances it is quite feasible to 
re-establish the blood current and this might have 
been done in many cases in which the operation 
performed was quadruple ligature and extirpation. 
In some cases, however, ligature and extirpation 
is the only justifiable treatment. Such are those 
in which the aneurism is situated at the extremity 
of a stump or the arterial wall is so damaged that 
it will not hold sutures. Also there are cases in 
which ligature and extirpation is the only prac- 
ticable method. Such for instance are cases of 
jugulocarotidean aneurism situated at the base 
of the brain. 

If an aneurism is not operated upon within the 
first thirty to forty days after its occurrence the 
presence of the sclerous sheath which forms about 
the vessels by infiltration renders their isolation 
and suture practically impossible. Dense adhesions 
also cause difficulty. 

The question of suture is therefore confined 
almost practically to recent arteriovenous aneurisms. 
A few cases in which suture of the artery was suc- 
cessful are cited. The great difficulty in all opera- 
tions of vascular suture is to obtain perfect hamos- 
tasis. Temporary hemostasis should be obtained 
in the wound itself by temporarily ligating the 
artery and not the vein above the site of the lesion. 

Grégoire insists that the surgery of arteriovenous 
aneurisms should be more conservative. The object 
should always be closure of the arteriovenous 
communication. Quadruple ligature and extirpa- 
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tion ought to be reserved to cases in which, because 
of the situation of the aneurism, sclerous infiltra- 
tion, the condition of the vascular wall, or the small 
size of the vessel, no other course is practicable. 

W. A. BRENNAN. 


Filadoro, P.: Two Cases of Popliteal Aneurisms of 
Syphilitic Nature (Due casi di aneurisma della 
poplitea di natura sifilitica). Policlin., Roma, 1919, 
xxvi, sez. chir., 32. 


In one of these cases the aneurism was of great 
size. When specific treatment, which was continued 
for some time, failed to give any benefit, operation 
was performed. In the other case the aneurism was 
small and under intense specific treatment the 
patient recovered without operation. 

Filadoro believes that the prognosis in ectatic 
forms of arteritis in the trunk vessels of the limb is 
very favorable. When such an aneurism is found 
to be due to syphilis, the patient should be sub- 
jected to rigorous specific treatment. In certain 
well-defined cases of aneurism, especially when the 
lesion is small, such specific treatment, if begun 
early, may in a short time cause the disappearance 
of all subjective symptoms. Very large aneurisms 
require surgical intervention. W. A. BRENNAN. 


SURGICAL DIAGNOSIS, PATHOLOGY, AND 
THERAPEUTICS 


Senger, W.: The Modern Treatment of Burns. 
Am. J. Surg., 1919, XXxiii, 29. 

The writer uses paraffin in treating all superficial 
burns, irrespective of their extent or location. He 
uses it also for third degree burns if they are not 
large. This treatment he believes has the following 
advantages: (1) It immobilizes the wound; (2) 
protects granulations; (3) stimulates epithelial 
growth; (4) greatly minimizes pain; (5) renders sub- 
sequent dressings easy and much more rapid; and 
(6) prevents excessive scar formation. 

Third degree burns should not be treated with 
paraffin unless they are very small. When the burn 
is extensive, the parts should be rendered aseptic 
at the earliest moment with the Carrel-Dakin 
solution, after which skin should be grafted to pre- 
vent scars if possible. When necessary to combat 
scars, ‘relaxation incisions” or the ‘‘button hole 
operation”’ with modifications gives the best results. 

E. B. FREILIcH. 


Levin, O. L.: The Ultraviolet Rays in the Treat- 
— of Chilblain. J. Am. M. Ass., 1919, Ixxii, 
55- 

Ultraviolet rays were used by the author in 3 cases 
with gratifying results. 

The first patient, who had failed to respond to 
routine methods, was very much relieved after the 
first treatment, and the trouble had almost entirely 
disappeared at the end of the week. There was no 
recurrence. 

In the second case there was complete disap- 


pearance of the lesions after two 10-minute exposures 
at - acre of 20 in. administered at intervals of a 
week. 

In the third case the pain was very much alleviat- 
ed after the first treatment, and the lesions dis- 
appeared after the third. 

Chilblain is essentially an erythema which occurs 
in those who have poor peripheral circulation and 
disturbed vasomotor tone. The good results 
obtained with the ultraviolet rays are probably due 
to the direct effect they exert upon the peripheral 
vessels and blood stream. It is therefore suggested 
that these rays be used in the treatment of this 
condition, but not to the exclusion of other local and 
general measures. The author regards them of 
value not only in removing the lesions, but, if used 
sufficiently early in those who have had previous at- 
tacks, in preventing recurrence. 

H. J. VAN DEN BERG. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Houssay, G. L. Y., and Giusti, L.: Bilateral Vagot- 
omy in Guinea-Pigs (La vagotomia bilateral en los 
cobayos). Rev. Asoc. méd. argent., 1919, XXX, 165. 


Experiments were carried out by the authors in 
which a vagotomy was performed on more than 
90 guinea-pigs and a number of white rats. The 
operation was either unilateral or bilateral. When 
bilateral, it was performed in one or in two stages. 
From the results the authors draw the following 
conclusions: 

1. In guinea-pigs double vagotomy causes death 
in from one to five hours even when a tracheotomy 
is performed previously. 

2. Unilateral vagotomy produces few symptoms 
and is always well borne. 

3. Bilateral vagotomy in two stages causes death 
and the same symptoms as when it is performed in 
one stage. 

4. Double vagotomy produces instantaneous, 
intense, progressive, and fatal dyspnea. 

5. The dyspncea is probably due to failure of the 
peripheral stimuli which are indispensable and 
usually proceed from the vagus to the respiratory 
centers. 

6. Double vagotomy when performed on the 
white rat in either one or two stages produces death 
in the same way as in guinea-pigs. 

W. A. BRENNAN. 


Ely, L. W.: The Formation of Bone. Ann. Surg., 
1919, lxix, 225. 

In an effort to avoid some of the mistakes which 
he believes are being made by those attempting to 
determine the origin of new bone, the author 
begins by laying down exact definitions of bone 
cortex, marrow, and periosteum. ‘Bone cortex” 
is the layer of compact bone tissue at the surface 
of all bones. It is perforated by channels for the 
entrance of blood-vessels and contains the longi- 
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tudinal Haversian systems, prolongations of the 
periosteum, and marrow. “Marrow” is all the 
soft tissue within the bone. It is generally de- 
scribed as being lymphoid, fatty, or “‘myxomatous,” 
but its situation, not its composition, determines its 
name. ‘‘Periosteum” is the tissue which covers 
all bone except at the joint surfaces. 

Intracartilaginous bone begins with the pushing- 
in of blood-vessels into the cylinder of cartilage 
about which calcification and ossification take 
place. In other words, this is bone formation 
without marrow or periosteum. Other examples 
might be cited such as the bone formation in the 
walls of the aorta, in necrotic lymph glands, and 
in the kidneys of laboratory animals whose renal 
vessels have been ligated. It appears that all that 
is necessary for bone formation are blood-vessels, 
a loose meshed, fibrous tissue, a homogeneous 
tissue (cartilage matrix), or a granular or necrotic 
material, and a stimulus. The stimulus may be 
physiologic or pathologic. 

The derivation of the osteoblast is still uncer- 
tain. It has no physical characteristics by which 
it can be distinguished from other cells. In the 
author’s opinion osteoblasts can both build up and 
tear down. In certain inflammatory processes in 
the marrow the active factor is the small cell which 
is not to be distinguished from the osteoblast. 
The fibrous tissue of the periosteum is the same 
as other fibrous tissue. If there are osteoblasts 
under it they will form bone there as well as any- 
where else. GATEWooD. 


ROENTGENOLOGY AND RADIUM THERAPY 


Lyster, C. R. C., and Russ, S.: A Biological Basis 
for Protection Against X-Rays. J. Roentg. Soc., 
Lond., 1918, xiv, 87. 


Lyster and Russ report a study of the amount of 
radiation reaching individual operators, with a view 
to determining how operators may be adequately 
protected. A small X-ray plate was wrapped in 1.5 
mm. of lead in which four holes were punched. This 
was carried in the pocket during one full day’s work, 
after which it was developed and compared with a 
standard exposure. From this comparison the frac- 
tion of an erythema dose received by the operator 
was estimated. The test exposures were made with 
Coolidge tubes and with radium bromid, the latter 
being preferred. 

A further study was made of the biologic effect 
of soft and hard radiation. In each case it was ar- 
ranged that the plate should be acted upon by the 
beams of rays which produced identical ionization 
in the air of a small gold-leaf electroscope. 

In studies of this kind the plate carried by the 
operator should be of the same make as the plate 
used for the basis test or it will be necessary to 
estimate the comparative speed. 

Safety from X-rays is a twofold problem: pro- 
tective devices in the apparatus and precautions 
taken by the operator himself. In determining the 


safety of an installation both factors must be con- 
sidered. 

In the studies reported plates were carried by 
twelve different operators with results varying from 
no exposure to an exposure equal to 3 min. of the 
basis test plate. 

The writers offer to estimate the exposure of 
plates carried by operators if they are sent to them 
at the Middlesex Hospital. This offer arises from 
their conviction that even at the present time ade- 
quate steps are not always taken for protection 
against the X-ray. They believe it a matter of 
national importance that medical X-ray procedure 
should not come under the category of dangerous 
occupations. D. R. Bowen. 


Einhorn, M.: X-Ray Visualization of the Gut by 
Means of a New Intestinal Delineator. Med. 
Rec., 1919, XCV, 509. 


The “‘delineator” described by Einhorn consists 
of about 30 feet of braided silk through the lumen of 
which are run sixty strands of annealed copper .o02 
inch inthickness. At the distal end is a small metal 
ball. Leaded markers indicate the length of the 
string from the ball in yards. The cord is run through 
a mouthpiece somewhat like a cigar holder and 
passes from a reel without any special swallowing 
effort by the patient. X-ray exposures are made at 
= intervals until the ball appears in the 
stool. 

The use of the instrument by two patients is 
described and the following conclusions are drawn: 

The delineator passes the small intestine without 
curling but curls in the colon. 

In the small intestine the ball always runs ahead 
of the string and pulls the latter along, but in the 
colon the string, in spiral form, is frequently seen 
ahead of the ball. 

These normal findings will probably be of diag- 
nostic value in pathologic conditions. In obstruc- 
tions along the small intestine the forward passage 
of the ball will be stopped and the string will curl up. 

D. R. Bowen. 


Cheney, H. H.: The Use of X-Rays in Gastro- 
—e Diagnosis. Canadian M. Ass.J., 1919. 
ix, 238. 

Theauthor briefly describes the method he employs 
in making gastro-intestinal examinations with the 
roentgen ray and his findings. Relativeto esophageal 
conditions, he mentions deviation associated with 
aortic aneurysm and cardiospasm with ulcer near 
the cardia or cicatricial contraction. He sums up 
the findings that point to ulcer under positive and 
possible signs. The former include the niche, per- 
foration, pyloric obstruction with cicatricial con- 
traction, permanent hour-glass deformity, and 
incisura; the latter, absence or temporary irregular- 
ity of the duodenal cap, retention, or rapid empty- 
ing. The possible signs may be of reflex origin or 
produced by lesions outside of the gastro-intestinal 
tract. 
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Unusually rapid emptying of the cecum points 
to an enteritis or subacute appendicitis, whereas 
delayed emptying may indicate a cicatrix, chronic 
appendicitis, or neoplasm. Colonic stasis is evident 
in the majority of cases brought before the roent- 
genologist and is caused by hepatic or splenic acnity, 
or both, in 75 per cent of these cases. 

HArRtTUNG. 


Spriggs, E. I.: The Examination of the Vermiform 
Appendix by the X-ray. Arch. Radiol. & Elec- 
trotherapy, 1919, xxiii, 301. 


A resumé of the history of the demonstration of 
the appendix with the aid of the roentgen ray is 
followed by a description of the meals given and the 
methods used in the examination. The appearance 
of the normal and diseased appendix as observed on 
the plate and screen is described in detail and the 
findings summarized. 

The signs of present inflammation are, beside pain 
and other clinical symptoms, a tender point and 
varying dilatation of the lumen from hyperactivity 
and spasm, while evidence of former disease, recent 
or remote, is given by concretions, abnormal outline, 
delay in filling or emptying, adhesions, severe kinks, 
and, in certain cases at least, by the absence of a 
shadow. 

The author’s summary is as follows: 

1. Inthe large majority of cases, it is possible to 
observe the appendix with the X-rays by the use of 
an opaque meal of buttermilk and barium sulphate 
after preparation with castor oil. 

2. The normal appendix fills and empties about 
the same time as the cecum. Especially in young 
persons it may fill and empty repeatedly while the 
cecum remains full. The best view is usually ob- 
tained about twelve to fourteen hours after the in- 
gestion of the opaque meal. 

3. Direct X-ray examination of the appendix is 
of much help in the diagnosis of chronic appendicitis. 
With adequate observation it is found that the 
proportion of cases in which no barium sulphate 
enters the appendix is small. 

4. In determining whether the appendix is or 
has been diseased, attention must be paid to the 
filling and emptying, the shape, mobility, and po- 
sition, and the presence of concretions, hyperactivity 
spasm, or tenderness. Continued contractions and 
spasm are associated with active inflammation. 
The presence of a tender point is a valuable sign, 
but requires care in its interpretation. 

5. In 36 cases in which the X-ray reports were 
compared with the operative ..ndings, the diagnosis 
was verified at the operation. | Apo_pH Hartunc. 


Mauclaire: Review of Operations Performed 
Under Screen Control by Didier, Lapeyre, 
Rhabourdin, and Marcille. Bull. et mém. Soc. de 
chir. de Par., 1919, xlv, 207. 


Didier’s statistics comprised 11 cases of pro- 


jectiles situated in the upper and middle portions of 
the lung, 1o in the region of the hilum, 2 in the 


pleurodiaphragmatic area, 3 in the mediastinum, 
and 1 fixed in the anterior wall of the left ventricle 
of the heart. 

In every instance the extraction under screen 
control was easily accomplished by a limited 
thoracotomy. Only a few centimeters of the rib or 
cartilage were removed, a Tuffier retractor was 
applied, and the projectile searched for and removed 
with the forceps. 

Lapeyre reported 4 similar cases treated in the 
same way. 

Rhabourdin’s statistics included 40 cases of 
extraction of projectiles in 3 of which the foreign 
body was removed from the lung. 

Mauclaire himself has performed operations under 
screen control since 1913, on the head and elsewhere 
as well as on the thorax. 

In the case reported by Marcille the fixation of a 
screw in the neck of the femur in the treatment of an 
old pseudarthrosis was accomplished under screen 
control very easily. 

Mauclaire believes this method is applicable 
also to the reduction of subcutaneous fractures. 

The most serious objection to screen control 
during operations is the possibility of producing 
radiodermatitis, but this is almost obviated by the 


present elaborate means of protection. 
W. A. BRENNAN. 


Simpson, F. E.: Epithelioma of the Face. Surg. 
Clin. Chicago, 1919, iii, 70. 

From the standpoint of the treatment of a cancer 
it is most important to determine its pathologic 
type. 
The clinical diagnosis of epithelioma of the 
skin is comparatively simple. A probable diagnosis 
can be made clinically if it is borne in mind that 
epitheliomata of the face, especially of the upper 
two-thirds and away from the mucous membranes, 
are usually of the basal-cell type while those of the 
tongue and lower lip are of the squamous-cell 
type. The latter frequently have a papillomatous 
aspect, grow rapidly, and form metastases early. 
The others grow very slowly and it is said that they 
never metastasize. 

Squamous-cell cancer, ifseen early, should pref- 
erably be excised en bloc with the draining lymph- 
atic glands and the area then subjected to post- 
operative prophylactic radiations. Inoperable cases 
may be held in abeyance or even clinically cured in 
some cases by radium. In dealing with basal-cell 
epitheliomata, radium when properly applied is the 
agent of choice and produces prompt recovery with 
good cosmetic results. 

The case is cited in detail of a patient with an 
epithelioma of the left lower eyelid, nose, cheek, and 
upper lip who was treated with 200 mg. of radium 
element at intervals for a total period of twenty-five 
hours in about eight weeks. At the end of that 
time the lesion was completely healed and has 
remained so to the date of the report. 

ApoLpH HARTUNG. 
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Simpson, F. E.: Cancer of Base of Tongue and 
Epiglottis. Surg. Clin. Chicago, 1919, iii, 63. 

A case of epithelioma involving the base of the 
tongue, median glosso-epiglottic fold, and left 
vallecula and diagnosed by macroscopic and micro- 
scopic examination was treated by the author with 
three radium needles which were inserted into the 
growth by means of a specially devised introducer. 
This introducer is described in detail. The needles 
were left in place for eight hours. The changes noted 
on subsequent examinations until complete healing 
had occurred about six months later are given. The 
patient has remained well for over a year. 

HARTUNG. 


Simpson, F. E.: Cancer of the Tongue. Surg. 
Clin. Chicago, 1919, iii, 67. 

Cancer of the tongue offers difficulty in both 
diagnosis and treatment. It is frequently mistaken 
for a syphilitic ulcer, from which, however, it can 
usually be differentiated by the fact that it is single, 
situated at the border of the tongue, has a hard 
nodular raised edge, and forms metastases early in 
the glands of the neck. 

A case is reported in this article in which the 
condition was in its early stages and there was no 
perceptible involvement of the adjacent glands. 
Five radium needles, each containing 12 mg. of 
radium element, were inserted into the borders of 
the growth and left in place for thirteen and one- 
half hours. About six weeks later the patient 
received fifteen hours’ treatment with 125 mg. of 
radium element applied externally below the angle 
of the jaw. Two weeks thereafter, a second appli- 
cation of six needles inserted into the lesion was 
given. 

Clinical recovery was followed three months later 
by metastasis to the submaxillary and submental 
glands. Five radium needles were inserted into the 
submaxillary mass and allowed to remain in place 
for five hours, and on the following day 200 mg. of 
radium were used over the submaxillary and sub- 
mental glands for sixteen hours. In six weeks the 
glands had shrunk to a small and indistinct mass 
and the disease has remained quiescent to date, 
nearly a year later. In the last few months a few 
prophylactic radiations over the neck have been 
given. Apotpa Hartune. 


MILITARY SURGERY 


Bainbridge, W. S.: Report on Surgical Develop- 
ment of the War Internat. J. Surg., 1919, xxxii, 69. 
The section dealing with joint lesions, fractures 
and trephination in the author’s comprehensive 
report in the United States Naval Medical Bulletin 
of January, 1919, forms the subject of this article. 
Joint injuries are in the forezround of public atten- 
tion in the period of reconstruction following the 
war, when the extent of permanent physical dis- 
abilities is the determining factor in the reshaping 
of the lives of many discharged soldiers. In all 
probability the treatment of joint lesions will be 


profoundly modified by the lessons learned through 
bad experience with the methods used before and, . 
in part, during, the war. 

The practice of immobilizing joint injuries of all 
kinds has been charged with making cripples for life 
of thousands of British soldiers who might have 
rezained the use of their limbs if treated by Willems’ 
modern method of immediate mobilization and 
various forms of physical therapy. The apparently 
revolutionary but really well-grounded objections of 
Willems to prolonged immobilization were promptly 
appreciated by the author during his tour of in- 
spection of military hospitals presided over by the 
Belgian surgeon, and on the basis of personal findings 
he emphasizes that this treatment of joint cases 
undoubtedly yields better functional results and a 
larger percentage of cures than the older methods. 

In order to obtain the best results, the motions, 
which are practically painless, must be made by 
the patient himself, carried to the maximum and 
as nearly as possible continuous. These active move- 
ments must involve the muscles ordinarily used 
in moving the joint, and are not to be replaced by, 
or combined with, passive motion. 

The most surprising results of all can be achieved 
in the treatment of purulent arthritis. In such cases 
Willems’ simple method nearly always preserves 
the function of the joint. 

In the discussion of fractures an account is given 
of the system developed by the French Army for 
this type of injury and joint-injuries. The report 
contains also numerous illustrations of extension 
apparatus, fracture splints, and other mechanical 
devices, all of which are carefully described and 
explained. 

The last part of the article deals with the manage- 
ment of the difficult class of patients on whom tre- 
phinations have been performed for the removal of 
intracranial projectiles or for other reasons, and 
who, as a result, are apt to develop psychic anomalies 
and phobias of various kinds due to the dread of 
injury to the gap left in the bony skull-cap. By 
introducing a plate of some kind between the skin 
and the dura, French operators have endeavored 
to secure protection from pressure and relief from 
direct adhesion between the dura and the sub- 
cutaneous tissue. For this purpose use has been 
made of perforated silver plates, osteocutaneous or 
osteoperiosteal flaps, and best of all, cartilaginous 
grafts taken from the ribs. Cartilaginous grafts 
provide a permanent and physiologic protective 
covering and are preferred by Warren Woodruffe, 
surgeon to the Ulster Volunteer Hospital, because 
they ‘are safe, simple, autoplastic and autogenous. 
The author has seen a number of these cranioplastic 
operations and some postoperative results in the 
Buffon Hospital at the clinic of Chutro whose 
operation with rib cartilage is a modification of 
Gosset’s method, and who had 62 uniformly success- 
ful cases. The remarkable resistance of cartilage 
to infection renders this tissue an ideal material 
for reconstructive surgery. F. A. Rospms. 
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Maisonnet: Shell Wound Completely Destroying 
the Right Suprarenal Capsule. Rapid Appear- 
ance of an Addisonian Syndrome (Destruction, 
par éclat d’obus de la capsule surrénale droite. 
rapide d’un syndrome addisonian). 
Bull. et mém. Soc. de chir. de Par., 1918, xliv, 1874. 


The case is reported of a soldier who received a 
shell injury in the right kidney and developed the 
syndrome of Addison’s disease on the seventh day 
following. Death occurred two days later. 

Autopsy showed the right kidney cavity to be 
filled with fibrin. There was an oblique tear of the 
lower pole of the kidney, but the hilum vessels were 
intact. The suprarenal capsule was completely 
destroyed. The left kidney was normal in appear- 
ance but hypertrophied, and its suprarenal capsule 
was much reduced in size. 

The author states that while he has seen very 
many war wounds of the kidney, he has never ob- 
served the syndrome of Addison’s disease in any 
other instance. 

In discussing this report, Delbet stated that in 3 
cases he had extirpated the suprarenals for hyper- 
tension, the operation being justified as a last 
resort on account of the patient’s condition, 
Although there was a postoperative reduction of 
the pressure, all three patients rapidly succumbed. 

W. A. BRENNAN. 


Durante, L.: The Streptococcus in the First P hases 
of the Evolution of War Wounds (Lo strept ococco 
nelle prime fasi della evoluzione delle ferite di guer- 
ra). Riforma med., 1918, xxxiv, 1014. 

In a systematic bacteriologic study of 210 war 
wounds it was found that 33.5 per cent harbored 
the streptococcus. This percentage included both 
severe and slight wounds. 

In 72 wounds examined within 12 hours of the 
injury and found to be primarily infected by the 
streptococcus, the diplotype of coccus was present 
in 98 per cent, and a coccus which appeared in chains 
of 40r 5in 2 per cent. The best time to search for 
the streptoccocus is from the tenth to the fifteenth 
hour after injury. Durante found it in 85 per cent 
of his positive cases within the tenth hour; in 9 per 
cent within the eighteenth hour; in 5 per cent within 
the forty-eighth hour. 


Pure streptococcal infection of war wounds is rare. 
It occurred in 9.4 per cent of Durante’s cases. In 
20 per cent the streptocccous was associated with 
aerobic bacteria, in 28.6 per cent with anaerobic 
bacteria and in 42 per cent with aero-anaerobic 
bacteria. 

The nature of the wound is important. Of the 
streptococcal infections 82 per cent occurred in cases 
of fracture of the limbs with extensive muscular 
lesions; 18 per cent, in other wounds. 

In pure streptococcal infection the evolution of the 
wound passes after the third or fourth day to the 
characteristic exudative phase in which there is a 
copious exudation of serous hematic fluid with few 
corpuscles. This exudation is generally mixed with 
elements of spacelous tissue which diminish gradually 
as the stage of granulation is approached. This is 
the most characteristic clinical manifestation of pure 
streptococcal infection. The patient shows the 
modifications of facies, pulse, and respiration common 
to all severe pyogenic infections. The duration is 
never less than two weeks. 

Mixed streptococcal infection is far more com- 
mon. In wounds which are not surgically treated and 
in which devitalized muscle tissue and other con- 
ditions favor the development of anaerobic bacteria 
the association of the latter with the streptococcus 
produces gaseous infection. Eight such wounds 
were observed in the 210 examined. 

In fracture or other wounds largely involving the 
muscles which are treated with extensive exeresis 
followed by immediate primary suture and in which 
the streptococcus is associated with anzrobic 
bacteria, gaseous infections are almost always atten- 
uated and limited to abscesses and inflammation. 
Of 64 wounds bacteriologically examined and so 
treated, these conditions developed in 4. 

In wounds of small extent involving the soft 
parts, or in supra- or subdural cranial wounds, the 
association of the streptococcus with gaseous 
anaerobic bacteria never results in gaseous infec- 
tions but is the cause of gangrene. 

In the war wounds examined by Durante there was 
no case of gaseous infection in which the streptococ- 
cus was not associated with anaerobic bacteria. 
This is in accordance with the findings of Wright 
and other investigators. W. A. BRENNAN. 
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GYNECOLOGY 


UTERUS 


Thorek, M.: Absence of Uterus (Absence d’uterus). 
Ann. de gynéc. et d’obst., Par., 1918, xxii, 294. 


Thorek reports a case of absence of the uterus 
in a woman 23 years of age who had been married for 
two years. She had never menstruated. Complaint 
was made of dragging pains in the lower abdomen 
and hypogastric cramps. The physical examination 
showed the general appearance and _ external 
genitalia to be normal. Bimanual examination re- 
vealed sensitiveness in the region of the right 
ovary and the absence of a cervix in the vaginal 
dome. Diagnosis: Possible absence of uterus; 
adnexal tumor with pelvic adhesions. Laparotomy 
showed the total absence of the uterus, both tubes, 
and the broad and round ligaments. The pelvic 
floor was covered by the peritoneum, a reflected 
fold of which contained one ovary somewhat en- 
larged and cystic. The latter was resected. Micro- 
scopically the resected part was fibrous and showed 
no trace of uterine tissue. Recovery from the 
laparotomy was normal. 

The condition in the case reported appeared to 
the author to be due to deficient embryologic evolu- 
tion. He reviews the literature since the anomaly 
was first described by Realdus Colombus in 1572. 
About 400 cases have been recorded many of which, 
however, he believes were undoubtedly cases of 
hermaphrodism. W. A. BRENNAN. 


Bonifield, C. L.: The Undeveloped Uterus. JN. Y. 
St. J. Med., 1919, xix, 40. 


The author classifies undeveloped uteri as follows: 

1. The rudimentary type of uterus due to 
arrested development during foetal life. 

2. The infantile type of uterus due to arrested 
development during infancy. 

3. The pubescent or undeveloped uterus due to 
arrested development at the time of puberty. 

This paper deals only with the third type. 

The pubescent uterus is comparatively common, 
but not generally differentiated from the infantile 
uterus and the normal uterus. 

The author divides women with undeveloped 
uteri into three types: (1) The very small, frail, 
thin woman, who is almost a dwarf; (2) the normal 
sized woman, possibly taller, but thin, with no 
“feminine beauty” to her development; and (3) the 
large robust woman of masculine build. 

In the first type a disturbance in the endocrine 
system, he believes, is the sole cause of the arrest in 
development. While also in the second and third 
types, the cause may be due to faulty endocrine 
secretion, certain infections and _ constitutional 
diseases play a most important réle in the etiology. 
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In the third type the masculine characteristics 
crop out and coincidently an undeveloped uterus is 
always present. 

Dysmenorrheea is the most prominent symptom 
and is the one complaint given to the physician. 
Menstruation is also often scanty and irregular. 
In the married, sterility is common. 

In treatment, prophylaxis is always the best. 
The proper time to treat lack of development of the 
uterus is in early, rather than late, adolescence. 
Dietetic and hygienic treatment for young girls at 
puberty is certainly most efficacious. Coupled with 
this, the administration of thyroid extract, pituitary 
and ovarian glands is a very important adjuvant. 
In extreme cases operation may be necessary, but 
every other measure should be tried first. 

In conclusion, the author urges the family 
physician, who is naturally the first to see these 
cases, to guard the welfare of his patients during 
adolescence more carefully. H. B. MatTHews. 


McArthur, A. N.: A New Operation for Procidentia 
Uteri in the Old. Med. J. Australia, 1919, i, 149. 


McArthur strips off an elliptical portion of the 
posterior and anterior vaginal walls and then joins 
the denuded portions. This operation is done only 
in the aged with complete procidentia when the use 
of the stem pessary is the only alternative. He 
claims that by this procedure there is no possibility 
of prolapse of the vagina. The method is more rapid 
than excision of the vagina, there is no interference 
with cervical discharge, the mucous membrane peels 
off readily, surgical shock is slight, and the patient 
is comfortable afterward. W. F. Hewirt. 


Dixon, A. F.: The Special Supports of the Uterus. 
Med. Press & Circ., 1919, cvii, 237. 


The special supports of the uterus are in the 
subperitoneal tissue and are applied at the lateral 
aspect of the cervix and lateral fornix of the vagina. 
Here the subperitoneal tissue is packed with smooth 
muscle and connective-tissue fibers which radiate 
outward with the numerous vessels and nerves. 
This dense mass is continuous with the muscular 
wall of the cervix and vaginal wall. In front of 
them it is continuous in the muscular wall of the 
lateral angle of the bladder and forms the ureteral 
sheath. The term “parametrium”’ is therefore, not 
inclusive. When these continuous muscle bundles 
are traced away from their attachments to the 
uterus and vagina they are found to radiate. 

In considering how these supports act in holding 
the uterus, we must remember they are parts of the 
uterine and vaginal walls. Therefore they are active, 
not passive, and support is due to the bundle of 
smooth muscle fibers. W. F. Hewirr. 
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Judd, A. M.: The Cure of Prolapse of the Uterus. 
Am. J. Obst., N. Y., 1919, Ixxix, 217. 

Having tried many methods with only moderate 
success, the writer undertook a careful study of the 
procedures used by him during a period of twenty 
years. After the employment during the past five 
years of the Sims-Emmett-Baldwin combined 
method on 7o cases in which he obtained uniformly 
good results, he concludes that he can practically 
guarantee a cure to any patient suffering from 
uterine prolapse. In the case of those who are 
near or past the childbearing age any procedure for 
the cure of this condition which requires opening of 
the abdomen from above is unnecessary surgery. 

Epwarp L. CorNeELL. 


Chenhall, W. T.: Shortening of the Uterine Liga- 
ments in Retroversion of the Gravid Uterus; 
Fifth Successful Case. Med. Press & Circ., 1919, 
cvii, 241. 

The patient, who had retroversion with prolapse 
of the uterus and a relaxed vaginal outlet, had been 
pregnant for two months. A perineorraphy and 
modified Alexander operation were performed, care 
being taken not to handle the uterus. After op- 
eration, morphin was given to control the pain. 
The patient ultimately gave birth normally to a 
child weighing 9'4 pounds. When examined two 
weeks later, the outlet was found to be intact and 
the recti were in position. W. F. Hewrrr. 


Scott, J. R.: Tuberculosis of the Uterus. California 
State J. Med., 1919, xvii, 52. 


The author summarizes this article as follows: 

1. Tuberculosis of the uterine mucosa occurs 
much more commonly than would be suspected 
from a perusal of current medical literature. 

2. It occurs at all age periods, but is most com- 
mon in the decade between the ages of 20 and 29 
years. 

3. The symptoms are disturbances of menstrua- 
tion, especially metrorrhagia and dysmenorrhea, a 
feeling of weight in the pelvis, progressive cohsti- 
pation, painful defecation, and pain radiating from 
the hypogastrium to the lumbar region, to the 
upper thorax, and along the perineum. 

4. The differential diagnosis must be made be- 
tween carcinoma, chronic endometritis, and syphilis 
of the uterus. 

_ 5. The primary form of the disease is compara- 
tively rare, most cases being secondary to the dis- 
ease elsewhere in the body. 

6. It occurs in four main types, ulcerative, 
miliary, interstitial and peritoneal. Of these types, 
the ulcerative is found most frequently. 

7. The prognosis is extremely unfavorable in 
all except the rare primary cases. 

8. The treatment in the secondary cases must 
be symptomatic and supportive. In the primary 
cases, curettage of the uterus will result in a cure 
if the disease has not invaded the fallopian tubes. 
If the tubes are involved, hysterectomy must be the 


operation of choice. Operative procedures on the 
uterus when it is the seat of secondary tuberculosis, 
are harmful and are positively contra-indicated. 


Mac Carty, W. C., and Blackman, R. H.: The 
Frequency of Adenomyoma of the Uterus. 
Ann. Surg., Phila., 1919, lxix, 135. 

Between 1906 and 1918, 3,388 fibromyomatous 
uteri were removed at the Mayo Clinic. Of these, 
6.45 per cent contained adenomyomata. In 5 cases 
the tumor was in the fallopian tubes. The last 109 
cases were studied with reference to certain clinical 
features which might be intimately associated with 
the condition. Ninety-five patients were married; 
41 per cent gave histories of miscarriages; 50 per 
cent suffered from profuse and prolonged uterine 
bleeding; and 31 per cent from irregular bleeding. 
Sixty-five per cent of the married women had borne 
living children. In 5.5 per cent of the cases an 
associated condition was epithelioma of the cervix 
or carcinoma of the body of the uterus, neither of 
which bore any apparent relationship to the adeno- 
mata. In 72 per cent other pathologic pelvic con- 
ditions were present, such as ovarian cysts, chronic 
or acute salpingitis, uterine or cervical polypi, cystic 
cervicitis or prolapsus uteri. In no instance was a 
clinical diagnosis of malignancy made when malig- 
nancy was not present, and in every case the clinical 
diagnosis before operation was fibromyoma or pelvic 
tumor rather than adenomyoma. 

G. W. HocureIn. 


Broun, L.: A Review of the Uterine Myomata 
Operated on at the Woman’s Hospital During 
1918, Comprising 262 Cases. Am. J. Obst., 19109, 
Ixxix, 333- 


During 1918, 262 patients were operated upon 
for uterine myomata. Four patients died, a mor- 
tality of 1.52 per cent. Two deaths were due to 
embolus and one to intestinal obstruction occurring 
eight days after myomectomy with ventral suspen- 
sion and removal of tuberculous appendages. The 
fourth death followed within three days after a 
supravaginal hysterectomy and removal of purulent 
uterine appendages. 

The 2 deaths from embolus in the present series 
of 260 cases in addition to 7 deaths from the same 
cause among 1,500 patients operated upon during 
the eight years previous (in which series the total 
number of deaths from all causes was 28), gives 
embolus as the largest causative factor in the fatal 
terminations. The next highest cause was perito- 
nitis to which 7 deaths were due. 

In the author's opinion, the fact that embolus 
was the causative factor in 28 per cent of the fatal 
cases in 1,760 operations, one-half of 1 per cent of 
the entire number in which operation was performed, 
accentuates the theory that myocardial changes 
may be associated with the presence and growth 
of myomatous tumors of the uterus. 

The recoveries of 10 of the 262 patients were im- 
paired by some complication. Two of these patients 


| 

| 
i 

! 

| 


GYNECOLOGY 39 


were not discharged until thirty days after the 
operation on account of severe colon bacillus infec- 
tion of the kidneys. One had a vesicovaginal 
fistula from an ununited injury of the bladder. 
One developed a severe bronchitis immediately 
after operation which resulted in the re-opening of 
the wound when the skin sutures were removed 
on the eighth day. Six developed mural abscesses in 
the abdominal wound which in most cases, however, 
were of superficial character. 

In 40 cases cysts of the corpus luteum were pre- 
sent in addition. These varied in size from a few 
cubic centimeters’ capacity to that of a half liter or 
more. Hemorrhagic cysts were also not uncom- 
mon, there being 17 in the 262 cases of myomata. 
Twenty patients had chronic salpingitis and 16, 
hydrosalpinx. 

Other pathologic ovarian conditions associated 
with the myomata were dermoid cysts, 4; serous 
cysts, 7; parovarian cysts, 2; pseudomucinous 
cysts, 1; adenocystoma, 3; papillomatous cysts, 2; 
and carcinoma of the ovary of a papillary, glandular 
type, 2. 
In addition to the case of chronic salpingitis and 
hydrosalpinx mentioned there were the following 
associated tubal involvements: purulent salpingitis, 
2; tuberculous salpingitis, 4; hamatosalpinx, 4; and 
gonorrhceal salpingitis, 1. 

In the myomatous tumors removed at the 
Woman’s Hospital during the last nine years, it 
was found that go (5.1 per cent) of the tumors were 
undergoing necrotic changes. In some instances 
this condition was diagnosed previous to opening 
the abdomen but in the majority was not suspected. 
The same may be said of calcareous changes of the 
myomata which were found in 25 cases, (1.5 per 
aur Carcinoma was present in 25 cases (1.5 per 
cent). 

The X-ray and radium should be used in myomata 
only to control bleeding and then only when the 
contents of the pelvis can be clearly mapped out. 
Under such conditions they are of value and by 
their use what would otherwise be a mutilating 
operation can be avoided. 

No sarcomatous changes occurred in the series 
of the past year. Among the 1,500 operations of 
the eight years previous there were 7 cases, this 
making a little less than 9.4 per cent for nine years. 

In 4 cases there were adenomyomata of the uterus, 
and in 9, adenomyometritis. Epwarp L. CorNeELL. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Bovée, J. W.: Tubal and Ovarian Hzemorrh»ge; 
Its Etiological Relation to Pelvic Haematocele 
and Extra-Uterine Pregnancy. Surg., Gynec. & 
Obst., 1919, xxviii, 117. 

Cases are reported which are illustrative of tubal 
and ovarian haemorrhages not due to pregnancy. 
Such hemorrhages occur in infancy and after the 
menopause but more commonly at puberty and a 
little less frequently later in the child-bearing period. 


In the tubal variety the causes are not always 
clear, but inflammations and trauma seem to be the 
most common. Tubal ruptures from severe exercise 
have often been found at operation. 

In ovarian hemorrhages the escaping blood may 
be confined in the ovary, forming one or multiple 
hamatomata which may remain separate or coalesce, 
or it may escape into the peritoneal cavity, forming 
a hematocele in the pelvis the size of which 
depends upon the amount and rapidity of the 
blood loss. The haemorrhage may be into the stroma 
or into the follicle. The stroma variety is commonly 
preceded by an infection in the ovary. The resulting 
chronic ovaritis is characterized by the development 
of connective tissue which probably increases the 
proportion of atretic follicles. Later fatty degen- 
eration of the blood vessel walls leads to their 
rupture at the time of menstrual congestion — the 
time of most ovarian hemorrhages. Such hemorr- 
hages may occur at successive periods as was so well 
marked in the case reported by Whitehouse. The 
sclerocystic ovary, which is regarded as a product of 
ovarian infection, is contrasted with the cystic 
ovary which ig regarded as a normal condition. 
The ovary is believed to be the organ of the body 
most frequently the seat of haemorrhage. 

The follicular form of ovarian hemorrhage is by 
far the most common. The atretic follicle is probably 
the variety most easily affected with hemorrhage, 
but the gravity of this condition is not be to compared 
with that in the mature follicle or in the corpus 
luteum as the latter are less apt to limit the blood 
loss into the peritoneal cavity and give rise to 
symptoms strikingly similar to those of ruptured 
tubal pregnancy and fully as grave. 

The diagnosis of ovarian hemorrhage seems to be 
very difficult because its symptoms are so much 
like those of ectopic pregnancy, acute appendicitis, 
perforated ulcers of the small intestines and the 
effect of various toxic agents. Of these conditions, 
ruptured ectopic pregnancy most closely resembles 
ovarian hemorrhage in symptoms produced. Greater 
care in the study of cases and the consideration of 
ovarian hemorrhage as a possibility will probably 
lead to a proper diagnosis before operation or 
autopsy. Reference is made to 19 cases in which 
provisional post-operative diagnoses of ectopic 
pregnancy were made. Fifteen of them were tubal 
and but two of this class passed a microscopic test. 
The four cases of ovarian hemorrhage were also 
found microscopically negative as to pregnancy. 


EXTERNAL GENITALIA 


Legueu, F.: The Transperitoneovesicle Route in 
the Treatment of Certain Vesicovaginal Fis- 
tule (De la voie transpéritoneo-vésicale pour la 
cure de certaines fistules vésico-vaginales). Bull. et 
mém. Soc. de chir. de Par., 1915, xlv, 170. 


In 1914 Legueu introduced his intraperitoneal 
vesical section in the treatment of vesicovaginal 
fistula but had only one case to report. Since then 
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he has had a number of cases and has been able 
to systematize and develop the technique. 

Intraperitoneal section is the only method which 
always permits primary union, entirely overcomes 
the fistula, obviates the necessity for a retention 
catheter, and leaves the patient in as favorable a 
condition as after an ordinary laparotomy. The 
object desired is to obtain a large field for the 
exploration of both the bladder and the vagina, and 
to be able to suture each organ independently and 
interpose peritoneum if necessary. 

Legueu distinguishes operative and nonoperative 
fistule. In the treatment of the former, which are 
seen after total hysterectomy, the first step after 
the laparotomy consists in making a longitudinal 
median incision in the posterior wall of the bladder, 
extending down to, and including, the vagina. 
Generally after retraction of the edges of the in- 
cision the fistula is easily discovered. 

In the second stage the connection between the 
bladder and vagina is closed, the vagina being 
sutured with silk and the bladder-wall sutured in 
three layers with catgut and silk. 

The next stage is to cover the posterior face of 
the bladder and the superior pole of the vagina as 
completely as possible with peritoneum, the suturing 
being done with fine silk. 

The use of this method is rarely indicated in ob- 
stetrical fistula and only when they are situated very 
high. Legueu has had one such case. The fistula 
is not necessarily on the median line but more 
usually to the right or left of it. In the literature 
he has found only one or two reports of trans- 
peritoneal operation for vesicovaginal fistulz. 

One of the advantages of the technique is that it 
affords a very great amount of light for access to 
the fistulae and the search for, and closure of, the 
orifices. In general, the advantage of the trans- 
peritoneal incision is that it allows easy approxima- 
tion of the bladder. The writer has never seen a 
fistula after operation. The peritoneum becomes 


so perfectly adapted that the failures which occur 
in extraperitoneal sections are never observed. 

Peritoneal infection is, of course, always possible, 
but precautions in the operative field protect 
against it. 

Legueu has operated upon 12  vesicovaginal 
fistule in this way. Eleven were operative fistule 
following abdominal hysterectomy. There was one 
death from uremia, which was not due to the method 
of operation. All the other patients recovered 
without any incident and the fistule were cured 
after the first attempt, no subsequent comple- 
mentary operation being necessary in any case. 

During the same period the author operated upon 
a number of obstetrical vesicovaginal fistule by 
other methods but has been far from obtaining the 
same percentage of immediate recoveries. 

Legueu considers his method applicable more 
particularly to cases of operative fistula consecutive 
to total abdominal hysterectomy in which the 
fistula is high. For obstetrical fistule which are low 
the method is not suitable as they cannot well be 
reached through the abdomen. __ W. A. BRENNAN. 


MISCELLANEOUS 


Da Costa, C. C.: Metameric Dysthenia (Dystenia 
metamerica). Arch. brasil. de med., 1919, ix, 10. 


The internal genitalia are supplied with two types 
of sympathetic nerve fibers; the first, sympathetic, 
properly so called, being motor and secretory, and 
proceeding from the lumbar medulla; the other, 
autonomous and inhibitory and proceeding from 
the second and third sacral segments. The vagina 
or internal organs may be acted upon by these 
different elements, a fact which explains many of the 
phenomena observed in the genital region. The 
author discusses also various types of disturbances 
which may result in such metameric disorders. 

W. A. BRENNAN. 
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PREGNANCY AND ITS COMPLICATIONS 


Davis, E. P.: The Springs of a Nation’s Life. Am. 
J. Obst., N. Y., 1919, Ixxix, 177. 

To secure a healthy infant population, it is abso- 
lutely essential that the conditions of life be such 
that early marriage may be encouraged. A living 
wage, sanitary and comfortable dwellings, civic 
sanitation, including a pure and reasonable food 
supply, and all agencies which make for physical, 
mental, and moral hygiene are of the utmost im- 
portance. 

No greater curse upon the nation in the care of 
its infant population could be advised than the 
presence of a large standing army. 

The crying need in the prevention of infant mor- 
tality is better obstetrics. It is true that in order 
to make improvement in obstetrics possible, the 
economic and other factors to which reference has 
been made are necessary, but it is also true that 
without better obstetrics these factors will be of 
little value. 

The encouragement of the early marriage of 
healthy persons is a step of primary importance. 
Marriage among those physically unfit is to be dis- 
couraged or forbidden. It may not yet be possible 
to require a physical examination of men and 
women before marriage, but certainly the need for 
it is evident. 

Education of the laity, nurses, and doctors in 
matters concerning the increase and care of the 
population is of paramount importance. 

The suggestion is made that a brief, clear state- 
ment of the symptoms of dangerous conditions 
arising in pregnant women be posted in rooms used 
only by women throughout the country. Also that 
the attention of expectant mothers be called to the 
dangers of miscarriage and convulsions and the 
hemorrhages occurring during pregnancy. 

Among the most recent measures of interest in the 
prevention of infant mortality are those due to the 
recognition of the value of prenatal care among 
parturient women. Second in importance is the 
campaign instituted by the Army and Navy 
against venereal disease, and third, the fight against 
tuberculosis. Also important is the movement 
to abolish the use of alcohol. The author states 
that if all of the measures proposed could be effi- 
ciently carried out, the result upon the infant popu- 
lation would be amazingly good. 

Epwarp L. CorneE Lt. 


Meyer, A. W.: The Occurrence of Superfcetation. 
J. Am. M. Ass., 1919, \xxii, 769. 


Under certain conditions in cases of twin preg- 
nancy there are gross differences which are largely 
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responsible for the quite general belief in super- 
foetation. The usual menstrual period in women 
being twenty-eight days, it would seem that the 
foetus of one conception would rather éffectively 
occlude the uterine cavity and alone make difficult 
fertilization of any ovum liberated at a subsequent 
ovulation. Besides this, there is the possible effect 
of the cervical mucus plug to which reference is 
made so frequently. Another obstacle to implanta- 
tion might be the condition of the decidua, even if 
later ovulation occurred. 

Loeb found that in the pregnant guinea-pig the 
endometrium cannot be stimulated to form a new 
decidua. Therefore it is evident that if similar con- 
ditions obtain in women, the fertilized ovum might 
encounter great difficulties. While a few investiga- 
tors have reported cases of ovulation during preg- 
nancy, exact knowledge is so slight that the en- 
tire matter remains undecided. It is interesting to 
note that in the past papyraceous foeti have been 
regarded as examples of superfcetation. 

I. W. Bacu. 


Cornell, E. L., and Stillians, A. W.: The Value of 
the Wassermann Reaction cy. 
J. Am. M. Ass., 1919, xxii, 551. 


The authors question the results obtained by 
Falls and Moore relative to the positive Wassermann 
test in pregnancy in private cases. Eleven and three 
tenths per cent positive reactions, if correct, would 
show that a large number of syphilitics in private 
practice were escaping detection. Cornell ran a 
series of Wassermann tests consecutively in his own 
private practice, finding 3.6 per cent positive reac- 
tions in 107 cases. Two of the four patients gave a 
history pointing to syphilis, while the histories of 
the other two were not at all suggestive. In Stillian’s 
series of 101 charity patients who entered the Chica- 
go Lying-In Hospital, the Wassermann reaction 
was positive in a little less than 10 per cent, a figure 
practically agreeing with that of Falls and Moore. 
Two of these patients had active skin lesions and 
two gave a history pointing to syphilis, The history 
of the others was little suggestive of syphilitic 
infection. 

In Cornell’s cases, the attention is attracted by 
the number in which there was a history of abor- 
tion or stillbirth. In all probability these patients 
were not syphilitic. Twenty and three tenths per 
cent of the patients gave such a history but in the 
authors’ opinion it does not seem reasonable to 
ascribe any large proportion of these occurrences 
to syphilis which has since become extinct or beyond 
reach by clinical or serological recognition. Cornell 
has tried to ascribe many of these stillbirths to focal 
infection. 
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The authors summarize as follows: 

1. Our first series of private cases of pregnancy 
gave only 3.6 per cent of positive Wassermann 
reactions. 

2. Our second series of charity cases gave nearly 
10 per cent of positive reactions. 

3. More than one third of these positive cases 
were detectable only by the serum examination. 

4. Routine Wassermann reactions in pregnancy 
are amply justified by these findings. 

5. A surprisingly large number of apparently 
nonsyphilitic women give a history of frequent 
abortions. 

6. The Wassermann reaction should be checked 
by searching for the spirochete and by postmortem 
examinations when possible. 


Hansen, T.: Ileus Complicating Pregnancy (Ileus 
under Svangerskab). Ugesk. f. Laeger, 1919, |xxxi, 
356. 

Up to 1916 there were reports in the literature of 
102 cases of ileus complicating pregnancy, 57 of 
which proved fatal. In 64 cases in which operation 
was performed the mortality was 45 per cent, while 
in the 38 cases not treated surgically the mortality 
was 71 per cent. 

The condition is generally due to complications 
arising from the formation of adhesions in the abdo- 
men following some previous operation, pressure of 
the pregnant uterus on the bowel being the cause 
in only a few cases. 

The question of the desirability of emptying the 
pregnant uterus in an operation for ileus is undecided. 
Essen-Méller recommends such emptying by a 
vaginal cesarean section as in 24 of 33 cases studied 
by him the abdominal operation was followed by 
abortion. 

The author reports 2 of his own cases. The first 
was that of a 3-para aged 37 years whose last labor 
occurred thirteen years before. Since then she had 
been operated upon for extra-uterine pregnancy. 
A few months after her last menstruation she ,.was 
seized with violent abdominal pains. Because of 
these and subsequent symptoms of intestinal 
occlusion she came to the hospital. At operation a 
thick fibrous band was found strangulating the 
small intestine and was excised. The patient was 
discharged a month later and delivered normally at 
term. 

The second case was that of a woman aged 25 
years who had been operated upon five vears pre- 
viously for appendicitis. In the sixth month of her 
last pregnancy she came to the hospital with symp- 
toms of intestinal occlusion. A fibrous band was 
found passing from the small intestine near the ileo- 
cecal valve to the transverse colon, the small 
intestine being kinked over it. The band was ligated 
and removed. The woman made an uneventful re- 
covery and, like the first patient, was delivered 
normally at term. 

The uterus was not disturbed in either case. 

W. A. BRENNAN. 


Hirst, J. C.: The Control of :he Nausea and Vomit- 
ing of Pregnancy by Intramuscular Injections 
of Corpus Luteum Extract. Am. J. Obst., 1319, 
Ixxix, 327. 

Two preliminary reports on this subject have 
already appeared. The present paper covers a series 
of 111 cases, including those already published. 

Every woman during the period of sexual 
activity is constantly absorbing corpus luteum. 
No sooner is the corpus luteum of one menstruation 
disposed of, than another appears to take its 
place. With the onset of pregnancy, this absorp- 
tion ceases. The corpus luteum of pregnancy in- 
creases in size until about the third month. From 
that time on, it is gradually absorbed. Is it not 
reasonable to assume that this is not coincidence, 
but cause and effect, and that the corpus luteum 
plays an important part in relation to the nausea? 

In the average case, in which the nausea amounts 
only to discomfort and the vomiting is limited to 
one or two morning attacks, the patient will usually 
respond to a dose of 1 mil every other day for five 
or six doses. Particularly is this true in cases in 
which the nausea has begun to decline. In these 
cases the effect is almost immediate. In more severe 
cases, when nausea is constant and the patients are 
subject to frequent paroxysms of vomiting at any 
time during the day, the dose should be 1 mil daily 
for from twelve to fifteen doses. During the period 
of treatment, the patient’s activity should be cur- 
tailed and she should take as much rest as possible. 

In pernicious cases, the author has given 1 mil 
twice daily, and states that he would not hesitate 
to give more than this. 

The material used is put up in ampules containing 
¥% gr. of soluble corpus luteum powder in 16 min. of 
physiologic salt solution saturated with chlorbutanol 
for its local anesthetic efect. The smallest number 
of doses in any successful case was four, and the 
largest, forty-four. The average number required 
in successful cases was eleven. 

The extract was administered, under the author’s 
own supervision, to 111 patients. The nausea varied 
from a very mild type to the most excessive type, 
several being actually pernicious. Of these 111 
patients, 65 were entirely relieved and 34 were so 
improved that what nausea remained after the 
usual twelve doses of extract had been given was so 
slight that they declined further treatment as un- 
necessary to their comfort. Thus, 99 of the 111 pa- 
tients were entirely relieved or made comfortable. 
In 8 cases the extract had no beneficial effect what- 
ever and was therefore discontinued after the 
twelfth dose. In 4 cases the nausea was consider- 
ably increased and in 2 of these it was alarmingly 
increased. All 4 of these patients had a marked 
goiter, and therefore the author has discontinued 
the use of the extract in cases with this complication. 

In only 2 of the cases was there any anaphylactic 
reaction and in both the result was failure. One 
patient had urticaria and one severe headache with- 
out prostration. 
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The risk of abortion is certainly not increased by 
the administration of the extract. Of the 111 
patients, only 4 had abortions, a percentage decided- 
ly lower than the average. 

Brief case reports of 12 unsuccessfully treated 
cases are given. Epwarp L. CoRNELL. 


Mosher, G. C.: Forty-Four Cases of Pregnancy 
Toxzmia Since May, 1917. Results of Stand- 
ardized Treatment. J. Missouri M. Ass., 1919, 
xvi, 69. 

During the past winter, the writer had under 
observation among his own patients and those 
referred or seen in consultation, 22 cases of pre- 
eclamptic toxemia or eclampsia. Since May, 1917, 
39 patients have been under treatment. Within the 
last twelve months 5 cases of pernicious vomiting, 
another type of toxemia of pregnancy, have been 
observed. 

The reason why, in the six weeks from Jan. 1 to 
Feb. 15, 1918, there were as many such cases as are 
ordinarily met with in a year, is a mystery. The 
writer is at a loss to account for this fact except by 
charging it to either the extreme changes in tempera- 
ture from bitter cold to mild weather and back 
again (just as epidemic jaundice and herpes zoster 
have in some seasons been ascribed to climatic 
conditions) or else to the nervous unrest and 
tension from which every sensitive woman suffered on 
account of the entrance of the United States into the 
war. 

Knowing that next to sepsis, eclampsia is the most 
deadly of all obstetric complications, every woman 
has been examined, on coming under observation, 
with the realization that her symptoms may at any 
time suggest that she is a pre-eclamptic. As soon 
as pregnancy is recognized the blood pressure is 
taken, the eye symptoms are noted and the urine is 
examined as a routine procedure, and the teeth and 
tonsils are inspected for foci of possible infection. 

The causes of eclampsia are formulated according 
to their relative values is as follows: 

1. Failure of elimination of toxins. In the early 
months these toxins are doubtless due tothe placenta, 
and in the second half of pregnancy to the excretions 
of the foetus. 

2. Infections of various types which throw a 
burden on the pregnant woman. 

3. Asphyxia of greater or less degree resulting 
from pressure and from stasis and a decrease in the 
normal maternal oxygenation due to interference 
with lung expansion and the action of the heart. 

In every case of eclampsia some focus of infection 
will be found before the eclampsia develops. 

The author has attempted to standardize the plan 
of prophylaxis and treatment as follows: 

1. A diet of non-irritating food. 

2. Stimulation of elimination by kidney, bowels, 
and skin. The intake and output of fluids are most 
important and must be shown in a daily report. 

3. Eradication of all foci of infection in the 
tonsils, teeth, kidneys, and bowels. 


4. Encouragement of deep breathing by fresh air 
and stimulation of the general circulation to prevent 
asphyxia. 

5. Free ingestion of alkaline salts and food to 
prevent acidosis. 

6. Administration of veratrum viride to lower the 
blood pressure, to reduce the pulse, and to aid dia- 
phoresis. 

7. The emptying of the uterus as a therapeutic 
measure. This should be done in the way least con- 
ducive to shock and is indicated as soon as prophy- 
lactic measures fail. Every one at all familiar with 
the toxemia of pregnancy recognizes the marked 
improvement of the patient’s condition following 
the removal of the products of conception. 

The uterus is emptied under ether anesthesia, 
ether being the only safe inhalation anesthetic in 
these cases. 

The technique involving the least shock is as fol- 
lows: (1) Preliminary gradual dilation by Hegar’s 
dilators up to No. 20, and (2) Voorhees bag No. 4, if 
at term. After the uterus is emptied gavage of soda 
bicarbonate,.2 per cent, should be given. Cases of 
the fulminating type, with a long, hard cervix (in 
which no vaginal examination has been done) are 
best treated by classical cesarean section. 

When after contamination by frequent digital 
examination infection is to be expected, a Porro or 
other hysterectomy should be done in the interest 
of the mother. 

The results in this series of cases show 95 per cent 
recoveries of mothers, and 85 per cent of children at 
term. 

Twenty case reports are given in detail. 

Epwarp CorneLL. 


Briggs, H.: Placenta Previa. Brit. M.J., 1919, i,179. 


The chilling aspect of an avoidable stillbirth in 
placenta previa leads the author to make some 
pointed observations on the management of this 
obstetric complication. He cites cases of its proper 
successful management and by contrast reviews 
instances of failure. 

This clinical situation appeals for improvement 
which must be reached by earlier concentration and 
co-operation in regard to three important particulars: 
(1) the ante-partum hemorrhage; (2) the viability 
of the foetus; and (3) the bulk and area of the placen- 
ta within the zone of obstruction. The distressing 
antepartum hemorrhage has received maximum 
attention by the liberal sacrifice of the foetus as a 
plug. A live foetus situated mostly above a thick- 
ened and damaged placenta has faint prospects of 
survival. In the graver degrees of placenta previa 
only a speedy and safe birth-route can meet all of 
the requirements of labor. 

Eight case reports are as follows: 

Case 1. Cwsarian section for central placenta 
previa. The patient, 40 years of age, vi-para, had 
had two smart hemorrhages lasting respectively 
two days and one day and occurring one week 
apart in the thirty-fifth and thirty-sixth weeks of 
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gestation. Eight days after the second hemorrhage 
the bleeding returned in increasing volume. Cesa- 
rian section was done five hours after the onset of 
this attack, with delivery of alive child weighing 
6 pounds, 3 ounces. The placenta, which was 
attached four-fifths on the left and one-fifth on the 
right of the cervix on the anterior uterine wall, 
weighed 12% ounces. A normal convalescence 
followed for both mother and child. 

The diagnosis here concerned the detection of 
the hemorrhages, the location of the placenta around 
the cervix in the lower zone of the uterus, and the 
viability of the child. 

Case 2. Cesarian section for low lateral placenta 
previa: The patient, who was a primipara, 39 
years old and in labor, had one severe hemorrhage 
when a diagnosis was made of low lateral placenta 
previa. Immediate casarian section saved both 
mother and child. 

The author presents also some cheerless contrasts 
as object lessons. 

Case 3. Central placenta previa at term. In 
1914 a woman at full term died of hemorrhage in 
the ambulance on the way to the Liverpool Ma- 
ternity Hospital. Postmortem examination re- 
vealed an undilated cervix, a fully developed male 
child of large size, a central placenta previa, and an 
inappreciable separation of the placenta. In this 
case it was not proved that the antepartum hem- 
orrhage was observed, or that the presence of a 
low implantation of the placenta was determined 
in the presence of an undilated cervix. 

Case 4. Central placenta previa at term. This 
patient had one sharp warning hemorrhage in the 
night, followed by another a week later with the 
onset of labor. Collapse increased during the delay 
of twelve and a half hours in getting the doctor and 
removing the patient to the hospital. She was ad- 
mitted to the hospital at 2:30 a.m. in profound 
collapse, a condition which was treated by intra- 
venous saline and pituitrin. A podalic version was 
then done, after which the bleeding stopped, but 
the shock ended fatally three hours later. In 
this case delay seems to have been responsible for 
the double loss. 

Case 5. Central placenta previa at the thirty- 
fifth week. In this case the occurrence of two sharp 


* hemorrhages one month apart is reported. At the 


time of the second, which occurred twenty-four 
hours prior to admission to the hospital, packing was 
resorted to. As the blood re-appeared at the vulva, 
a vaginal examination was made. This showed two 
fingers dilatation, a vertex presentation, and a com- 
plete placenta previa. The treatment consisted 
in digital perforation of the previal placenta and 
version. Two hours later the still-born child came 
through the placenta. The loss of blood had not 
been severe, and the patient made a normal re- 
covery. The foetal sacrifice in this effective method 
of providing for maternal safety cannot be avoided 
by using the Champetier de Ribes bag, for cervical 
dilatation does not abolish the placental obstruction 


and placental damage which are potent causes of 
still-birth. 

Case 6. Low lateral and over-lapping placenta 
previa. The patient, who was 29 years of age and 
had had four children, was admitted to the maternity 
hospital at 10:30 a.m. with slight but gradually 
increasing hemorrhage. On insertion of the Cham- 
petier de Ribes bag at 4:30 p.m. the separated lower 
third of the placenta was found thickened and in- 
durated and hanging over the promontory, thus 
diminishing the conjugate. The head remained 
loose above the brim of the pelvis. In three quarters 
of an hour, with dilatation completed, the bag was 
removed and a version performed. The feetal 
heart rate wasone hundred and thirty. The placental 
mass was 1 to 1% inches in thickness. In three 
hours a still-born foetus was expelled. The mother 
recovered. Placental obstruction to labor is in- 
contestible. Variations in the bulk and area of the 
placenta previa and in the extent of the damage to 
it are compatible with variations in their effects 
on the destruction or preservation of foetal life 
during labor. 

Case 7. Placenta previa with prolapse of the 
placenta. In this caset he larger part of the placenta . 
was found early in the vagina, the smaller portion 
still attached anteriorly in the uterus. Bleeding and 
labor began twenty-four hours prior to admission 
to the hospital. Loss of blood was then free and 
there was a shoulder presentation. Internal podalic 
version was soon fol'owed by expulsion of the pla- 
centa which preceded the assisted delivery of a 
foetus weighing 6 pounds, 6 ounces. The patient, 
who was 30 years of age, had had five children and 
one abortion. 

Case 8. The patient, viii-para, was 32 years 
of age. Labor pains and bleeding began simultane- 
ously. The membranes ruptured two hours later, 
and in two hours more the hemorrhage had prac- 
tically stopped. Six hours after the beginning of 
labor there was full dilatation and the placenta 
appeared at the vulva. Twenty minutes later the 
foetus in the membranes was expelled. There was 
no excessive blood loss at any time. 

The conclusions drawn are as follows: 

1. The initial hemorrhage is a warning to be 
taken seriously. Equipment is required; also 
prompt transference of the patient to a hospital or 
a nursing home. 

2. The viability of the foetus at or after the 
thirty-sixth week of gestation is acceptable; in- 
duction of premature labor has practically proved 
this; cesarean section is unlikely to disprove it. 

3. The bulk and area of the placenta previa 
in the zone of obstruction can be approximately 
estimated by examination. This obstruction may 
be an important item in directing the management 
of the labor. 

If early opportunities and complete equipments 
are obtainable, the three particulars mentioned 
are more consistent with maternal and foetal safety 
by cesarean section than by any other method of 
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treatment of placenta previa. Debatable matters 
have developed amid the large number of cesarean 
sections already published. The defects and hazards 
of the earlier operations have been recognized. 
Opposition will wane with better selection. 

The present attitude of obstetricians lacks neither 
prejudice nor proof. Caution is cherished due to 
lapses in opportunities and the gaps in equipments 
yet to be banished by an ever-increasing co-opera- 
tion. C. D. Hotes. 


Canales, M.: A Case of Total Premature Detach- 
ment of the Placenta (Un caso de desprendi- 
miento total precoz de la placenta). Repert. de med. 
¥y cirug., 1919, X, 172. 

Canales’ case was that of a woman aged 42 years 
who was at term in her fifteenth pregnancy. When 
examined some days before, the head was found 
presenting and there were no abnormal signs. At 
the onset of labor the pains and contractions were 
normal. Suddenly a sharp pain was felt and the 
patient soon showed all the symptoms of syncope 
and severe internal hemorrhage, with a flow of 
blood from the vagina. Examination led to the 
diagnosis of premature detachment of the normally 
inserted placenta. 

Serum was administered, the cervix dilated, and 
the labor terminated. The extracted foetus was 
dead. With some difficulty the placenta, which was 
found in the vagina, was expressed with an enormous 
number of clots. The puerperium was normal. 

The author excludes all causes for the accident 
except multiparity in which condition the placenta 
is not likely to be firmly attached and may easily 
yield on strong uterine contractions. 

W. A. BRENNAN. 


Vogt, W. H.: Ablatio Placentz, with Report of a 
Case Treated by Cesarean Section. J. Mis- 
sourit M. Ass., 1919, Xvi, 47. 


The frequency of this condition has no doubt been 
greatly underestimated. The writer has seen 8 
cases in consultation, none of which had been diag- 
nosed by the attending physician. Attention is called 
to the case reports of Williams, in which he mentions 
the pathologic changes in two uteri which had been 
removed by cesarean section. Hamorrhagic infarc- 
tions of the myometrium, extensive thrombosis, and 
peculiar arterial changes were found. Williams con- 
cluded from these examinations that arterial changes 
are probably very common, toxic in origin, and due 
to the action of some substance which, circulating in 
the blood, possibly produces changes in the smallest 
arterioles and thus permits the blood to escape into 
the tissue. This condition has been designated by 
Couvelaire as uteroplacental apoplexy. 

Mention is also made of the experiments of Morse, 
in which the pregnant uteri of dogs were over dis- 
tended with sterile salt solution to the point of 
bursting. After forty-eight hours the abdomen was 
opened. An abortion was found to have taken place, 
but no extravasation of blood into the myometrium. 
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From this it was concluded that an extreme over- 
dilatation will not cause hemorrhage into the myo- 
metrium. Morse later tied off various groups of 
veins in the uterus of the pregnant rabbit to deter- 
mine the effect of venous blocking. He found no per- 
ceptible changes, for always there was sufficient col- 
lateral circulation. Not until he tied off all three 
groups of veins, the ovarian, the mesometric and 
the uterovaginal, was the result obtained. After two 
hours the uterus was opened and its cavity found 
to be filled with blood. The placenta was partially 
or completely separated. Minute hemorrhages were 
visible in the myometrium. In other words, the ex- 
periment produced a premature detachment of the 
placenta and the same conditions that are found in 
ablatio placente of the accidental type. The cause 
of this blocking of the veins in the pregnant woman 
is not fully explained, but it is thought that the great 
mobility of the uterus which is permitted by the 
often greatly relaxedabdominal walls in the multip- 
arous woman, might be mentioned as a contributory 
cause. It is therefore suggested that more atten- 
tion be paid to the proper support of the pregnant 
uterus to prevent such free mobility and great 
torsion. 

The symptoms depend on whether the haemor- 
rhage is that of the concealed or the revealed type. 
In the early stages ablatio placente consists in the 
development of a decidual hematoma which causes 
compression and places a portion of the placenta out 
of function. These cases are perhaps quite frequent. 
As a rule they show no clinical symptoms and are 
recognized only after the examination of the freshly 
delivered placenta when a smaller or larger blood 
clot is found on its maternal surface. In the severe 
forms of concealed, as well as revealed, hemorrhage, 
the uterus becomes extremely hard and has a very 
tense feeling which as a rule makes it impossible to 
map out the foetal parts. The foetal heart tones 
are naturally absent and there is always intense 
shock. 

The diagnosis of ablatio placente should be a sim- 
ple matter. Practically all antepartum hemorrhages 
are due to a separation of the placenta from the 
uterine wall, and it behooves us to differentiate be- 
tween a placenta previa and ablatio placente. 

If placental tissue can be felt either covering the 
internal os or lying to one side or the other, the diag- 
nosis of placenta previa becomes a simple affair. 
If, on the other hand, no placental tissue can be felt, 
we are justified in making a diagnosis of ablatio pla- 
cent. The essential points in diagnosis are bleed- 
ing, evidences of shock and anemia, a hard and firm 
uterus which suddenly increases in size, the inability 
to palpate the foetal parts, and the absence of the 
foetal heart tones, or evidences of internal hemor- 
rhage. The amount of external bleeding is no guide 
to the amount of blood lost. 

In the treatment it must be borne in mind that 
bleeding due to detachment of the placenta will con- 
tinue until the uterus has been emptied of its con- 
tents. Therefore it is most important, first, to empty 
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the uterus, and second, to control or stop the bleed- 
ing and relieve the anemia and shock. 

When there is complete dilatation of the cervix, 
version or the application of forceps is indicated. If 
such dilatation is not present, however, it is the 
writer's belief that abdominal caesarean section should 
be the method of choice since it offers the best chance 
for the mother and gives the only possible chance of 
a living child. It likewise affords the surgeon the op- 
portunity of dealing with postpartum haemorrhage 
in the surest way, i. e.. by supravaginal amputation 
of the uterus. Vaginal packing and the use of the 
various rubber bags do not seem advisable for the 
reason that they are too slow in their action. 

Va inal casarean section may be done if one is 
skilled in operating, but cannot compete with ab- 
dominal casarean section. 

The following case is reported: 

A woman, 38 years old, who had three living chil- 
dren, and whose previous labors had been normal, 
was sent to the hospital in a state of shock. The 
time of her last menstrual period could not be defin- 
itely ascertained. but from the patient's statement 
and the findin s it was estimated that she had been 
pre’nant about seven months. There were no uter- 
ine pains evcept extreme sensitiveness to touch. 
The fundus of the uterus reached to the xiphoid 
process. ‘Ihe fotal parts could not be felt or the 
foctal heart tones heard. ‘There was no vaginal bleed- 
ing and no history of the rupture of the bag of wa- 
ters. The extremities showed marked a@dema. In 
the urine was a large quantity of albumin and gran- 
ular and hyaline casts. The diagnosis was internal 
haemorrhage due to separation of the placenta. 
Owing to the seriousness of the case, immediate de- 
livery was decided upon. The use of a general an- 
zsthetic being prevented by the patient's precarious 
condition, novocain was used for local anesthesia. 
A cesarean section with the high incision was made 
without difficulty and a dead seven months foetus 
promptly extracted. The placenta lay practically 
loose in the uterus which was filled with dark blood 
clots. Pituitrin, 1 cc., given before the operation 
was begun, controlled the bleeding from the inci- 
sion in the uterus very satisfactorily. The uterus 
and abdomen were closed in the usual manner, after 
which stimulation was given. Several hours later, 
however, the patient was seized with an attack of 
eclampsia from which she died in about half an hour. 
No postmortem was obtained. 

_ The conclusions drawn were as follows: 

1. Ablatio placentz is not so rare as is generally 
believed. 

2. With care and observation, all cases of ablatio 
placentz, of the severe type particularly, should be 
recognized. 

3. When concealed hemorrhage with shock and 
anemia are present in the absence of cervical dila- 
tation, the abdominal cesarean section should be 
the operation of choice; when there is no con- 
traction of the uterus, a supravaginal amputation 
should be performed. 


4. Most important is the proper diagnosis and 
prompt and rapid interference by some method 
which causes the least injury to the mother. 


Bandler, S. W.: The Technique of Czsarean Sec- 
tion. Jnternat. J. Surg., 1919, xxxii, 65. 


Bandler gives morphin and atropin one hour 
before operation; also a vaginal douche of iodine 
solution. The anesthetic used is gas-oxygen with 
a minimum of ether, if any. The skin incision is 
vertical and above the umbilicus. Pituitrin is 
given before the peritoneum is reached. The uterine 
closure is donein layers. Catharsis is begun twenty- 
four hours after the operation and small repeated 
doses of ergot are prescribed for a week. | 

W. F. Hewitt. 


Niemack, J.: Czsarean Section and Other Ob- 
stetrical Problems. Jnterstate M. J., 1919, xxvi, 
118. 


The application of modern eugenic ideas to problems 
of obstetrical and surgical technique is the keynote of 
the article. It is the author’s conviction that in 
obstetrics every problem must be individualized and 
humane principles rather than stereotyped rules 
accepted. 

Fight casarean sections and two hysterectomies of 
the pregnant uterus with roo per cent good results 
are reported. In no case was there an absolute indi- 
cation; four were for placenta previa, two for nar- 
row pelvis, one for eclampsia and one for vagina 
duplex. When there is a predisposition to epilepsy, 
cesarean section is advocated for an overlarge child 
so as to avoid additional birth trauma. 

With the exception of one woman who had a small 
hernia, all of the mothers in the cases reported made 
a normal recovery and have strong abdominal walls. 
The author advises the imbrication of the upper part 
of the abdominal incision if time permits as at the 
end of pregnancy the walls about the umbilicus are 
very thin. 

In performing acesarean section the author uses 
the transverse incision of the uterus. Attention is 
called to the great unevenness in the thickness of the 
walls of the fundus of the uterus. It was always pos- 
sible to pack the great omentum in between the in- 
cision in the uterus and bowels and thus with cer- 
tainty prevent dangerous adhesions. As there is 
need for broad co-aptation of the uterine walls, he 
sees no reason why the first row of stitches should 
not be allowed to penetrate the endometrium. Dur- 
ing manual removal of the afterbirth, the hand is 
never in contact with the uterus, but remains al- 
ways in the amniotic sac. “ Boldness and absolute 
confidence in his ability to control hemorrhage after 
extraction * * * and strict avoidance of un- 
called-for examinations by the obstetrician are need- 
ed for successful operation.”” The author calls at- 
tention especially to the fact that in placenta previa 
manual examination is never necessary unless a de- 
cision has been made to proceed with version and ex- 
traction. 
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The two cases of hysterectomy reported the author 
considers are open to discussion but believes that 
the humane and eugenic principles were paramount. 
The first case was that of an imbecile, highly sexual 
girl, a county charge, who was hysterectomized in 
the fifth month. There were twins. The second case 
was that of a 15-year-old girl with gonorrhoea of the 
cervix and early pregnancy. In commenting on this 
case the author says: “Local applications to the 
cervix would bring on abortion sooner or later. * * 
Would there not be salpingitis after that? If the 
cervical affection be left alone and the full term 
awaited, what then about salpingitis? In either case 
sterility would ensue.”” In the meantime, the girl 
would have been the source of many infections. To 
quote again: “‘We did hysterectomy and then 
speedily cured the gonorrhcea. The possible (but 
possibly blind) baby was sacrificed and the girl 
permanently sterilized, but was it unchristian, un- 
professional, unsurgical? Did we not help in saving 
more out of this wreck than could possibly have been 
saved in any other way? Let every one answer for 
himself.” 

In conclusion the author states that there are very 
real problems before the doctor of today the open 
discussion of which, without hysteria or hypocrisy, 
should be encouraged. 


Beck, A. C.: Observations on a Series of Cesarean 
Sections Done at the Long Island College 
Hospital During the Past Six Years. Am. J. 
Obst., N. Y., 1919, Ixxix, 197. 

In this paper the author presents a detailed report 
of 37 personal cases, a morbidity study of 107 
consecutive sections andanimproved technique for 
this operation. 

Much has been written concerning the too fre- 
quent use of cwsarean section as a means of over- 
coming obstetrical difficulties. Its dangers are 
being constantly brought out while very little is 
said of the dangers of the cruder measures which 
serve as the only alternative in difficult cases. 
Craniotomy and decapitation in neglected cases 
are associated with a high maternal mortality. The 
same may be said of version and extraction when 
performed late in labor, long after the membranes 
have ruptured and the presence of Bandl’s ring warns 
of an impending rupture of the uterus. 
on the unengaged head likewise cannot be regarded 
as an absolutely safe operation. Nothing is said of 
these sequela when we are reminded of the possi- 
bility of the rupture of a cesarean scar. 

In the author’s 37 cases of casarian section only 
one woman died and in all probability the operation 
had little to do with this fatality as the patient was 
an eclamptic. Three infants died soon after birth; 
all were premature. In 2 cases, the operation was the 
best procedure to employ in the interest of the 
mother. In the third, a case of placenta previa, 
the outcome was unsatisfactory as this means of 
id was chosen largely in the interest of the 
child. 


Forceps. 


The cases are classified according to the indica- 
tions. Pelvic dystocia was the principal indication 
in 16 cases. Of these, 9 showed marked contraction 
while 7 were of the border-line variety. All mothers 
and infants in this group survived. Feetal dystocia 
was present in 3 cases. Convalescence in each of 
these was uneventful. All of the infants lived. 
There were 3 cases of cervical dystocia with no deaths. 
Postoperative dystocia was encountered once. Large 
fibroid tumors in the pelvis were the cause of marked 
dystocia in 2 cases. In 5 cases an abnormal presen- 
tation combined with other complications was the 
indication. Placenta previa and eclampsia account- 
ed for 2 cases. The eclamptic patient died. 

The records of all of the ca#sarian sections per- 
formed during the past six years, numbering 107, 
have been reviewed from the standpoint of mor- 
bidity and mortality. During this period, 2 mothers 
died of eclampsia shortly after operation. Deducting 
these 2 cases, 105 remain. Four of these 105 patients 
died, a gross mortality of 3.8 per cent. Of the 19 
cases handled on the outside, 3 were lost, a mor- 
tality of slightly under 16 per cent. Only one 
patient died of the 86 treated wholly in the hospital, 
a mortality of a trifle over 1 per cent. Most of the 
cesarian sections which have been followed by 
peritonitis showed the first signs of peritoneal 
involvement from five to seven days after operation. 
Of the operations the purpose of which is to give 
better peritoneal protection, the Krénig procedure 
has ‘been the most satisfactory. Occasionally, 
however, this technique has not given a good result. 

Epwarp L. CorneLt. 


Carlini, P.: A Vaginal Cesarean Operation (A 
propos d’une opération césarienne vaginale). Rev. 
mens. de gynec., d’obst. et de pediat., 1919, xl, 49. 


Carlini discusses a recent report by Delmas who 
performed a vaginal cesarean section on a woman 
with a flat rachitic pelvis after he had failed to 
induce delivery at the beginning of the eighth 
month by the use of Krause sounds. 

Consideration is given also to the question as to 
the feasibility of vaginal cesarean section performed 
by the average obstetrician in the patient’s home. 
While most surgeons believe that the procedure does 
not lie within the scope of the average practitioner, 
they do not offer any suggestion as to what should 
be done when it is impossible to induce labor. 

Attention is called to the great value of the me- 
chanical cervical dilator of Bossi, the use of which is 
simple and within the ability of every physician. 
By means of this dilator pregnancy can be termin- 
ated without accident in from three to five minutes. 
The method, which is thirty years old, has received 
favor both in Italy where it originated and elsewhere. 
Twelve of the author’s own cases in which delivery 
was affected in this way are reported. The method 
is unquestionably preferable to the vaginal and 
abdominal cesarean operations, and by means of it 
labor may be induced at whatever time it is con- 
sidered best. W. A. BRENNAN. 
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Hartman H. and Bergeret A.: Remarks Upon 186 
Consecutive Cases of Extra-Uterine Pregnancy 
Observed in the Early Months (Quelques re- 
marques a propos de 186 cas consécutifs de grossesse 
extra-utérine observées dans les premiers mois). 
Ann. de gynéc et d’obst. 1919, xlii, 321. 


The authors have treated surgically 186 cases 
of extra-uterine pregnancy. 

The ages of the patients varied from 18 to 45 
— the greater number being from 25 to 35 years 
old. 

The time at which puberty was established did 
not seem to have any particular significance. 

Forty-seven of these women were delivered at 
term in one prior pregnancy; 37 were not. All the 
others had had two or more normal pregnancies 
ending at term. Sixty-six had had no previous 
abortion, and 48 at least one. 

In 69 of the cases there had been previous 
treatment for some utero-adnexal lesion. The 
authors draw attention to this high figure. Of 
these 69 women, 64 had ampullar pregnancies and 
5 interstitial pregnancies. 

Extra-uterine pregnancy occurred more frequently 
on the right side (90:70). Nearly all were tubal. 
Of 93 cases in which such findings are stated there 
were 74 cases of hematosalpingitis without a 
recognizable embryo, and 14 with a living embryo. 

In only 3 cases were abdominal pregnancies ob- 
served in which the ovum was fixed and developed 
in the abdominal cavity. Of 153 cases of which 
details are given, 150 pregnancies were tubal. In 1 
case the placenta was implanted in the infundibulum 
and connected with the intestine. In only 2 cases 
was the placental insertion on one of the pelvic 
parts of the large intestines (colon or rectum). 

Of 119 ampullar pregnancies, 27 ruptured but 

. only 4 were followed by peritoneal inundations. 
The others gave rise to limited hematoceles. In 
isthmic or interstitial pregnancies rupture with 
peritoneal flooding is usual. Thus, in 24 cases of 
isthmic pregnancy, flooding occurred in 23, and in 
3 cases of interstitial pregnancy it occurred in 2. 
From the point of view of hemorrhage, therefore, 
there is a distinct difference between ampullar, and 
isthmic and interstitial pregnancy. 

Study of the cases shows further that usually there 


are pathologic lesions in the utero-adnexal ap-. 


pendages and that such lesions have an action in 
the development of extra-uterine pregnancy. Hence 
Lawson Tait’s idea that a tubal pregnancy may 
follow ampullar salpingitis seems to the authors 
in many cases to be admissible. 

The operation usually practiced was a unilateral 
salpingo-odphorectomy. This was done in 121 
cases with cuneiform resection of the uterine cornu 
and in 3 with salpingoplasty of the opposite side. 
There were 115 recoveries. Of 6 deaths 4 were 
due to acute anemia. Twenty-one subtotal abdom- 
inal hysterectomies gave 20 recoveries and 1 death. 
— hysterectomies gave 8 recoveries and 1 

eath. 


With regard to the interesting question of the 
genital future of women who have been subjected 
to unilateral salpingo-odphorectomy, 44 such patients 
were traced for more than five years. Five have had 
children; 4, abortions; and 5, recurrences of ectopic 
pregnancy. The figures show that the proportion 
of normal and abnormal pregnancies following the 
operation is the same. No doubt pregnancy is 
avoided. 

The histories of 21 cases of particular interest are 
given in detail. W. A. BRENNAN. 


LABOR AND ITS COMPLICATIONS 


Goldsborough, F. C.: Induction of Labor in the 
Subnormal Pelvis. N. Y.St.J.Med., 1919, xix, 43. 


In the management of labor in borderline pelves, 
Goldsborough emphasizes the fact that unless we 
make a thorough study of the case—pelvis and child 
—we frequently encounter difficulties which end in 
disaster to the mother or the child, or both. 

After reviewing all the data relative to a thorough 
understanding of the possibilities in this class of 
cases, he concludes as follows: 

“T hope that I have indicated that by careful 
examination before term, and in certain cases in- 
ducing of labor just before term, we are enabled to 
safely accomplish delivery for both mother and child 
without subjecting either to any undue risk, whereas 
if these patients with sub-normal pelves are allowed 
to continue in the pregnancy until spontaneous 
labor begins, we frequently encounter difficulties 
due to the undue size of the child and have to resort 
to more serious operative procedures to accomplish 
a delivery, often with unsatisfactory results to both 
mother and child.” H. B. MATTHEws. 


Coburn, R. C.: Nitrous Oxide Analgesia in Labor. 
N. Y. J. Med., 1919, xix, 37. 


The author believes the day has arrived when 
women are going to demand relief from the pain of 
childbirth. And why not? “Twilight sleep,” he 
continues, “has had its day” and has accomplished 
a great deal of good, “not because it was founded 
on a proper basis, but because it was so widely 
advertised and presented in such a spectacular 
manner.” 

It was the ardent endeavor to find a substitute 
for morphin-scopolamin anesthesia that led to the 
extensive use in labor of nitrous oxid gas, which the 
author believes is an ideal obstetrical anesthetic. 
It may be used as an analgesic or anesthetic. It may 
be administered by the patient or by an attendant. 
All the effects of any other anesthetic can be ob- 
tained from nitrous oxid, and its action is vastly 
more transient and has the least effect upon tissue 
change. It does not hinder the progress of labor, but 
actually accelerates it. It is safe for the child. 

The author firmly believes that nitrous oxid- 
oxygen analgesia or anesthesia is the preferred 
method in the production of painless childbirth. 

H. B. MaAtTrHews. 


Harper, P. T.: The Clinical Courses of Labor in 
Breech Presentations, with Special Reference 
to the Prevention of Complications. N. Y. 
St. J. Med., 1919, xix, 45. 


Harper very exhaustively discusses the clinical 
course of labor in breech presentations and points 
out very graphically the ways and means for the 
prevention of complications. 

He states that, as is well known, there is a mechan- 
ism of labor peculiar to breech presentations, and 
unless this mechanism is thoroughly understood by 
the accoucheur, complications will oftentimes arise. 

The most common complications of delivery by 
the breech are: (1) Dry labor; (2) retraction, which 
the author uses synonymously with the term 
“‘impaction;” (3) extended arms; (4) intra-uterine 
asphyxia from delay in delivery of the after-coming 
head; and (4) laceration of the pelvic floor. 

The management of the usual breech labor is 
given in detail. 

In concluding, the author says: ‘Attention is 
directed to the clinical aspects of labor in breech 
presentations in order that none but suitable cases 
shall be given the test of labor and that considera- 
tion of the physiological mechanism of labor peculiar 
to the presentation shall be the basis of conduct of 
those cases in which expectancy has been decided 
upon.” H. B. MatrHeEws. 


Chamorro, T. A.: A Conservative Method of Treat- 
ing Uterine Ruptures (Contribuci6n al estudio 
del método conservador en las rupturas uterinas). 
Semana med., 1918, 


In the case reported the patient was 35 years of 
age and had had nine pregnancies. Six of the 
pregnancies and labors were normal; the seventh 
was terminated by forceps; and in the eighth the 
the foetus was extracted dead. The uterine rupture 
occurred after the recent labor had lasted thirty- 
six hours. The foetus, which was extracted after a 
version, was dead. It weighed 3,000 gr. 

In treating the uterine rupture the author applied 
the method first described by Boero in 1910 
which consists in introducing the hand through the 
vagina, seizing the upper lip of the rupture by the 
fingers, and drawing it down until it laps over the 
lower lip. The upper lip is then strongly held by 
forceps. This procedure is repeated along the upper 
lip of the uterine wound until the whole upper part 
of the wound overlaps the lower part and the 
peritoneal face of the upper lip is opposed to the 
uterine face of the lower lip. The uterine cavity is 
then tightly packed with gauze to keep the parts 
in place. The patient is placed in the Fowler position 
with ice to the abdomen and permanent procto- 
clysis. The drawing down of the upper lip of the 
wound is much facilitated by externally pushing 
the uterus downward. 
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In Chamorro’s case the forceps were released 
after seventy-nine hours. The temperature re- 
mained normal till the fifthday when there was a 
rise which fell after the administration of a laxative. 

The loss of blood was not great, about 300 gm., 
and the recovery was easy. 

An examination several months later showed 
that the overlapping tissue could be felt as a linear 
scar about 1 cm. wide. There has been no further 
disturbance. ° W. A. BRENNAN. 


PUERPERIUM AND ITS COMPLICATIONS 


Hicks, C. F.: Puerperal Gangrene of Both Legs 
Extending to the Knees; Double Amputation; 
Recovery. W. Virginia M. J., 1919, xiii, 337. 

The patient, aged 20, was delivered normally on 
January 14, 1916. She had always enjoyed good 
health, had borne two children previously, and the 
puerperal period following this delivery was normal. 
Four weeks after confinement she complained of 
pain in the feet and ankles. The ankles were swollen, 
somewhat tender to the touch, and exhibited a 
few vesicles. In a few days the condition was 
worse, pain and a tingling sensation being felt in 
the feet and legs. In two weeks the toes were 
swollen and cold and were taking on a dark purple 
color. Complaint was made of much pain in the 
ankles which radiated up the legs. The gangrene 
which had started in the toes, began first in the 
left foot and extended to the ankles and up the 
legs gradually. Repeated examinations of the urine 
were always negative. 

When admitted to the Welch Hospital on March 
3, the temperature was 1o1 F. and pulse 110, soft and 
regular. The patient’s past history was negative 
as to infectious diseases. The pelvic examination 
was negative and the uterus in normal position. 
There was no lochia. 

The feet and legs were markedly swollen, ex- 
tremely tender to the touch, cold, and in some 
places showed vesicles. The discoloration was very 
black, but near the knees shaded off to a dark purple. 
Near the tubercle of the tibia was a faint line of 
demarcation. The patient complained of pain in the 
knees and calves of the legs. 

On March 4, the temperature was tor and the 
00 120. The left leg was amputated above the 

nee. The operation was well borne and on March 

6, the other leg was amputated above the knee. Fol- 

lowing this, the temperature came down to normal 

immediately while the pulse dropped to normal 
gradually. 

A good recovery was made. The wounds healed 
without infection, the stitches were removed on the 
tenth day, and the patient was discharged from 
the hospital on the fourteenth day. 

Epwarp L. CornELL. 


= 
j 
‘ 
| 


GENITO-URINARY SURGERY 


KIDNEY AND URETER 


Willems and Goormaghtigh: Traumatic and 
Tuberculous Lesions of the Suprarenal Cap- 
sules (Lésions traumatiques et tuberculeuses des 
capsules surrénales). Bull. et mém. Soc. de chir. de 
Par., 1919, xlv, 301. 


The authors have systematically examined the 
suprarenals in the course of 90 autopsies performed 
during the war, and in 3 instances found traumatic 
lesions. In every case these lesions were associated 
with very severe traumatisms of other organs, and 
all were unilateral. The conclusions drawn from the 
observations were as follows: 

1. Traumatic lesions of the suprarenals some- 
times occur in violent traumatisms involving the 
dorsolumbar region or the abdominal walls. 

2. The production of retroperitoneal hematomata 
is sometimes associated with hemorrhagic lesions 
in the suprarenals. 

3. In old persons who have been the victims of 
crushing accidents, the suprarenal may be the 
only abdominal organ injured. 

In addition to the traumatisms, the authors 
observed 4 tuberculous lesions of the suprarenals in 
young soldiers who had died from wounds. The 
incidence of such lesions they believe is high. 
In one case the lesions were bilateral and death was 
probably hastened by suprarenal insufficiency. 

One of the clinical characteristics of these cases 
had been the occurrence of repeated vomiting. 
From this fact the authors conclude that when 
vomiting is unexplainable by other causes a lesion 
of the suprarenals may be suspected. 

W. A. BRENNAN. | 


Goormaghtigh, N.: The Function of the Supra- 
renal Capsule in Man in the Normal State and 
in Infections, Particularly in Gas Gangrene 
(Contribution a l’étude du fonctionnement de la 
capsule surrénale humaine a |’état normal et dans 
les états infectieux en particulier dans les gangrénes 
gazeuses). Arch. de méd. expér. et d’anat prat., 
1919, Xxvili, 277. 

The authors have made detailed macroscopic and 
microscopic examinations of 70 suprarenal capsules 
removed from the bodies of soldiers from fifteen 
minutes to one hour after death. In some instances 
the men had died suddenly from acute anemia, 
craniocerebral wounds, etc., and no morbid process 
was found in the bodies at autopsy. These supra- 
renals were considered as normal and used as 
controls for the others. Other suprarenals were 
removed rom the bodies of men who had died of 
gas gangrene which had developed at various periods 
after injury. 

The details of the examinations and a number of 
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photographs of the microscopic tissue sections are 
given. 

It was found that the suprarenal capsule in man 
reacts against infection by its two constituent 
glands. The part played by each gland is de- 
scribed. 

Between the development of gas gangrene and the 
morphologic and functional alterations of the corti- 
cal gland there is a complete parallelism. The 
parallelism as regards the medullary changes is less 
marked. 

The cortex is more frequently the site of patho- 
lozic lesions than the medullary substance. Supra- 
renal insufficiency in gas gangrene is especially an 
insufficiency of the cortical gland. 

Treatment should consist in the administration 
of extracts from the whole suprarenal gland. 

W. A. BRENNAN. 


Stevens, W. E.: Some Interesting Surgical Con- 
ditions of the Kidney and the Prostate. Cali- 
fornia J. Med., 1919, xvii, 82. 


Stevens claims that because in most statistics the 
ages of the patients vary from 15 to 40 years, the 
impression is general, evan among the urologists, 
that tuberculosis of the kidneys is uncommon in 
children. This idea, he insists, is erroneous and 
arises from nezlect to examine the urine of children 
for tubercle bacilli and disregard of the more 
modern diagnostic aids. 

The cystoscope can be used in male children as 
young as 16 months and in female children as young 
as 14 months. The ureters have been catheterized 
in male children under 3 years of age and in female 
children 22 months of age. 

Two cases of the removal of tuberculous kidneys 
from children are reported, those of a girl of 9 and a 
boy of 13 years of age. Emphasis is placed on the 
importance of early examination of the urine of every 
child with urinary disturbances for the presence of 
tubercle bacilli. 

As an instance of renal re’ex, the author reports 
the case of a man, 38 years of age. who complained 
of pain in the right lumbar re zion and the upper and 
lower right abdominal quadrants. Radiography and 
pyelography revealed the shadows of two calculi in 
the upper pole of the left kidney. Following the 
removal of these calculi, the pain in the right side 
disappeared. 

Also reported is the removal of a prostatic calculus 
weighing over 50 gms. which the author believes had 
formed primarily in the upper urinary tract and 
increased in size in a pouch or diverticulum of the 
prostatic urethra where it had lodged. 

An enlarged prostate weighing 256 gms. is 
described. Louts Gross. 
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Judd, E. S., and Harrington, S. W.: Ectopic or 
Kidney. Surg., Gynec. Obst., 1919, xxviii, 
446. 

Nineteen cases of renal ectopia recorded at the 
Mayo Clinic have made possible a study of the 
relative frequency, anatomic variations, clinical 
features, diagnosis, and treatment of the abnor- 
mality. 

Because of its rarity, renal ectopia or congenital 
misplacement of the kidney, has been of interest to 
the anatomist for centuries. Lately, because of the 
association of genital malformation with, and the 
development of pathologic conditions in, the ectopic 
kidney, it has been brought for correction and 
treatment to the surgeon. Gerard finds the abnor- 
mality only once in about 2,500 persons, and in 121 
clinical cases reviewed by Dorland, the displace- 
ment or disease in the kidney caused clinical symp- 
toms in only one third. Occasionally, if the kidney 
is functionally impotent because of its location, the 
surgeon alters its position, but if the cause of the 
trouble is pathologic, he treats it as he would the 
normally placed organ. 

The ectopic kidney presents some distinct ana- 
tomic features. It is usually of average size, although 
it may be small, and its oval or pyramidal shape 
depends on the surrounding structures. The origin 
of its very liberal vascular supply is, as a rule, in the 
Jower few inches of the aorta. Its arterial and 
venous supply often do not correspond. The ureter 
is generally comparatively short, but as it takes the 
most direct course to the kidney, it enters at the nor- 
mal position. The pelvis of the kidney, which is not 
always developed, and the ureter are usually on its 
anterior side and therefore retain their foetal 
relationship. Although it may become movable 
from trauma or pregnancy, the ectopic kidney is 
usually firmly fixed by its vascular pedicle within 
the small pelvis behind the uterus where is may be 
found at one side resting on the promontory of the 
sacrum or sacro-iliac joint, in the iliac fossa, or, 
rarely, in the abdominal wall. It.is situated on the 
left side much more often than on the right and is 
usually on the side where it normally belongs, 
although it may be one of crossed ectopic kidneys. 
Genital malformations, imperfect development, 
entire absence of the uterus and vagina, vulvar or 
urethral openings, and atrophic and undescended 
testicle, if unilateral, are found bn the same side as 
the ectopic kidney. 

The same clinical symptoms which suggest a 
pathologic condition of the norr.ally placed kidney, 
are suggestive also of a pathologic condition in the 
pelvic kidney, although appendiceal inflammation in 
males and pelvic disorders in the female adnexa are 
frequently misleading. Because of their predisposi- 
tion to pelvic disturbance, more cases of ectopic 
kidney are observed during life in women than in 
men, but necropsies show that the incidence of the 
condition in both sexes is the same. ° 

The presence of an ectopic kidney is suggested 
by the palpation of a mass through the abdominal 


wall, the absence of the kidney from its normal 
position, the absolute and relative fixation of the 
tumor mass, the palpation of the lobulations of a 
kidney, the depression of the hilus, the pulsation of 
a large artery on the anterior wall of the kidney, 
and genital malformation associated with pelvic 
tumor. The diagnosis depends on cystoscopic and 
pyelographic examinations and is finally deter- 
mined by pulsation in the trigone from an underlying 
large renal artery, a short ureter, the abnormal posi- 
tion of the pelvis, the presence of stones, and the 
pathologic condition of the organ. 

The surgical treatment of the ectopic and the 
normal kidney is essentially the same. If the kidney 
is functioning normally there is no reason to disturb 
it. Symptoms suggestive of intermittent hydrone- 
phrosis, however, lead the surgeon to attempt chang- 
ing the position of the pelvic kidney. If it interferes 
with pregnancy, he may be able to raise it above the 
brim of the pelvis, although, because of the fixity 
of its blood vessels, a cesarean section in the last 
stages of pregnancy may be preferable. Nephrect- 
omy is indicated in all cases of destruction of kidney 
tissue, but should not be considered until the surgeon 
has made sure that the opposite kidney is normal 
instead of missing as in some cases of renal 
ectopia. 

As in the 19 cases of ectopic kidney observed in 
the Clinic operation was performed in only 9 for 
some pathologic condition and the others were dis- 
covered only during routine examination or opera- 
tion for some other trouble, this report agrees with 
statistics which record the abnormality as clinically 
and pathologically unimportant in the majority of 
cases. 


Grégoire, R. and Marsan, F.: Pyelonephritis 
ithout Kidney Wound in War Injuries (La 
pyélonéphrite sans plaie du rein chez les blessés de 
guerre). J. d’urol. méd. et chir., Par., 1918-1919, vii, 
425. 

The authors observed kidney infection in three 
wounded soldiers who showed no kidney trau- 
matism. The first case was a thigh injury; the 
second, purulent arthritis of the knee necessitating 
amputation; and the third, injuries principally in 
the sacrolumbar region. 

Pyelonephritis as observed in the three cases re- 
ported is not a frequent complication of war in- 
juries. These were the only cases seen by the 
authors in their war experience, and they believe 
that, owing to their routine practice of examining 
the urine, any others would not have escaped their 
notice. The rarity of the condition is due to the 
integrity of the organs in these young and other- 
wise healthy subjects. When pyelonephritis is 
observed in connection with a war injury else- 
where than in the kidney region, the resistance of 
the kidney region has generally been diminished by 
some previous infection. The gravity of a wound 
elsewhere does not determine the kidney lesion, 
and where infection occurs, as in the case reported, 
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the route of infection is by the blood. Such infec- 
tions are usually bilateral unless there is a special 
predisposition in one kidney alone. Usually also they 
are benign in their evolution. Of the three patients 
two made normal recoveries. One patient died but 
death was not due to the kidney lesion, which was 
found only at autopsy. 

Pyelonephritis associated with war lesions may 
be present for a long time unperceived and simulate 
purulent retention or septicemia. The urine should 
be examined whenever the condition of a wound 
does not explain the patient’s symptoms. 

W. A. BRENNAN. 


Rovsing, T.: Diagnosis and Treatment of Renal 
Calculi on the Basis of 25 Years’ Personal Ex- 
perience (Om Diagnosen og Behandlingen af 
Nyresten paa Grundlag af fem og tyve Aars per- 
sonlige Erfaringer). Hosp.-Tid., 1919, lxii, 1. 

Rovsing’s article is a resumé of his twenty-five 
years’ work in the diagnosis and treatment of kid- 
ney calculi since he performed his first nephrolithoto- 
my in September, 1893. The total number of 
patients treated was 533. One hundred and eighty- 
five of these had apparently a hematogenous infec- 
tion and 348 were aseptic cases. Of the latter, only 
221 were operated upon. 

Usually there were no symptoms from the stone 
until pain or hematuria directed attention to it. 
In the causation of kidney stone an important, réle 
is attributed to an unbalanced diet. 

Gravel and small stones are usually passed spon- 
taneously and do not require an operation. In the 
case of one patient who had had several attacks of 
ureteral colic and had passed gravel, the presence of a 
stone in the kidney had never been detected by 
radiologic examination. 

Phosphaturia may be associated with the forma- 
tion of large concretions. The majority of phospha- 
tic kidney calculi are due to accidental or artificial 
phosphaturia caused by the prolonged drinking of 
mineral waters perhaps taken to combat the very 
condition which they increase. 

The symptoms of kidney stones may simulate 
those of appendicitis, etc., and vice versa. There- 
fore a careful differential diagnosis must always 
be made. 

The hematuria may be found only by microscopic 
examination. Both kidneys and ureters should be 
carefully examined radiographically. A calculus 
may be present in an apparently sound kidney. 
On the other hand, the radiographic findings may 
be quite negative while the clinical and catheter 
findings are very positive. Examples of such cases 
are given. Phosphatic and urate calculi cast only 
slight shadows and their detection, especially in the 
obese, may be impossible. In 32 of 195 cases in 


which calculi were found at operation the X-ray 
findings had been negative and in 6 other cases 
had been misleading. 

For the treatment of nephrolithiasis Rovsing 
advises the copious drinking of distilled water which 


washes the kidneys and does not leave any deposit. 
The stone will be affected only when it is a urate 
or an oxalate and small in size. Even in the case 
of patients who are to be operated upon, however, 
such treatment is advantageous when there is 
infection. Unless a case is very urgent, Rovsing 
always puts his patients upon this distilled-water 
régime to get rid of toxins and bacteria. It may also 
transform an inoperable, into an operable, case, or 
keep the patient in a good condition without opera- 
tion for a long period. One of his patients who has 
a large kidney stone has been treated in this way 
for twenty-five years. 

After operation the drinking of distilled water is 
continued. The author believes it is particularly 
important in cases of uric acid diathesis. 

In 221 of his cases the urine was bacteria-free. 
In the infected cases B. coli was the organism most 
frequently discovered. 

In 58 cases bilateral calculi were found and in 
63 cases calculi were present in the ureter. In 10 
cases there was anuria. Of the 533 patients, 295 
were operated upon as follows: Nephrolithotomies, 
202; pyelolithotomies, 8; nephrectomies, 55; and 
ureterolithotomies, 30. There were 29 deaths, 
a mortality of 13 per cent. W. A. BRENNAN. 


Presno y Bastiony, J. A.: The tive Indica- 
tions in Bilateral Ureterorenal Lithiasis (Indi- 
caciones operatorias en la lithiasis bilateral uretero- 
renal). Rev. de med. y cirug de la Habana, 1919, 
XXiV, 93. 


The author gives the clinical history of a case 
of lithiasis of the right ureter associated with cal- 
culus in the left kidney. The patient was a woman 
26 years of age. Extraperitoneal ureterolithotomy 
followed by pyelotomy and pyelostomy was per- 
formed. The renal calculus removed weighed 64 
gms., and the ureteral calculus, 6 gms. The patient 
recovered without the development of any type of 
fistula. 

In order to obtain every possible assistance in the 
diagnosis of urinary lithiasis complete radiographs 
must be made. In the case reported the renal cal- 
culus caused no symptoms and was discovered only 
in this way. In many instances radiography has 
demonstrated the presence of bilateral lithiasis 
when clinically the calculi appeared to be located 
on only one side. 

The practice recommended by Albarran and 
Legueu of operating in bilateral lithiasis on the 
healthiest side first the author believes is correct in 
cases of double renal calculus but not always correct 
in bilateral reno-ureteral calculus. In these cases 
the extraction of the calculus in the ureter is the 
most urgent. 

Drainage by the renal pelvis or pyelostomy, 
though not generally employed, is a simple form of 
treatment which cures without leaving fistule. 
Pyelotomy 4s its prelimary operation does not 
destroy the integrity of the renal parenchyma. 

W. A. BRENNAN. 
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Covisa, I. S.: Neoplasms of the Kidney and of the 
Renal Pelvis (Algunos cases de neoplasias del 
rifion y de la pelvis renal). Rev. espan. de cirug., 
1919, i, 2. 

In reporting three cases of renal neoplasm the 
author discusses the symptomatology of the condi- 
tion at length. The cardinal symptoms are a palpa- 
ble tumefaction, renal pain, and hematuria. In 
general, the co-existence of these is sufficient for the 
diagnosis of tumor but in some cases it is necessary 
to differentiate between renal tuberculosis, lithiasis, 
and hydronephrosis. 

Hematuria is the most frequent symptom of 
renal tumor but is not absolute. The pain arising 
from a neoplastic process has nothing special to 
characterize it from that due to any renal tumefac- 
tion. When severe and constant, it simulates that 
of large renal calculi. Sharp and violent crises of 
pain accompanied by the expulsion of coagulum 
are similar to those due to the passage of a calculus 
through the ureter. For the diagnosis of tumor, 
analysis of the urine is very important as especially 
urea and the chlorids are reduced in the urine from 
an affected kidney. In addition, the presence in the 
sediment of remnants such as neoplastic cells gives 
an indication of the character of the tumor and are 
of as much pathognomonic significance as the find- 
ing of the Koch bacillus in tuberculosis or the 
echinococcus in hydatid cysts disrupting into the 
renal pelvis. 

Clinically there are two groups of renal tumors, 
those found in children and those which occur in 
adults. The former, which are glandular, embryonic, 
sarcomatous tumors, are characterized by their 
appearance before the fourth year of age and their 
rapid growth without hematuria or metastases. 
The latter, which are associated with hematuria 
and metastases, are usually seen between the 
thirtieth and fortieth years of age and are of slow 
growth. This group includes hypernephroma, car- 
cinoma, and sarcoma. Hypernephroma is the most 
frequent and develops more slowly than carcinoma 
or sarcoma. Sarcoma causes more rapid and marked 
cachexia. W. A. BRENNAN. 


Rossi, F.: Three Cases of Malignant Kidney Tu- 
mors in Young Children (Sopra tre casi di 
tumore maligno del reno in bambini). Rev. di 
clin. pediat., 1918, xvi, 617. 


Neoplasms of the kidney are rarely observed in 
infants. The classical syndrome which in adults 
consists of tumor, pain, and hematuria, in the child 
is represented principally at first by increased 
volume of the kidney, the other symptoms of 
malignant neoplasm coming later. Hamaturia is 
inconstant and the symptoms of pain untrust- 
worthy or lacking. Generally speaking, a kidney 
tumor in a young child is discovered only when the 
child is treated for some other condition. 

The author gives the clinical histories of 3 cases, 
one that of a child 8 years of age and 2 those of 
children 2 years of age. All of the tumors were 


sarcomata and were operated upon. In the first 
case, owing to the enormous size of the tumor and 
adhesions, it was not possible to remove the entire 
growth. The child died some weeks later. The 
other two patients recovered, one of them definitely. 
The other was still under observation two months 
after operation. 

The mortality in non-operated cases of kidney 
tumor in young children has been too per cent. 
The operative mortality fell after 1880 to 52 per 
cent, and since 1890, owing to improved technique, 
has been reduced, according to Heresco’s statistics 
to 17 percent, and according to Lecéne’s statistics, 
to 12.44 per cent. The brilliancy of the improve- 
ment, however, has been dimmed by the fact 
that there were 88 per cent of recurrences (Albarran 
and Imbert). While many surgeons, therefore, are 
doubtful as to the value of intervention, Albarran, 
Israel, Kocher, Hartmann, Concetti and others 
continue tooperate whatever the age of the patient 
or the nature of the tumor. Very young children 
stand a long operation well. 

The only definite recovery among 14 patients 
operated upon in the pediatric clinic of Rome 
was that of a child 11 months old. 

In view of the fact that the mortality in non- 
operated cases is 100 per cent, the author believes 
that failures and recurrences ought not to dis- 
courage surgical intervention. When the diagnosis 
is made early in the disease the indication for 
operation is imperative. W. A. BRENNAN. 


Goyanes, I.: Ureterostomy as an Operation of 
Urgency (La ureterostémfa como operacién de 
urgencia). Rev. espan. de cirug., 1919, 1, 65. 

The author operated upon a woman for an 
immense ovarian tumor. The tumor was removed 
and a hysteromyomectomy done with ligature and 
lateral section of the ligament and uterine arteries. 
The freeing of the bladder was very difficult. To 
stop the hemorrhage it was necessary to place 
continuous catgut sutures in the anterior and lateral 
walls of the vagina. 

On the third day, owing to the persistence of 
postoperative anuria, it was decided to operate 
again at once. As it was assumed that the ureters 
had been included in the suture of the anterior 
vaginal wall, and as difficulties would be met in 
liberating the ureters by an abdominal route, a 
lumbar incision was made in the right flank. In- 
cision into the ureter, which was enlarged, then 
gave issue to a strong flow of urine through the 
wound. When a sound was passed through the in- 
cision a distance of some 20 cms. the ureter was 
found blocked by a periureteral ligature about the 
bladder. 

During the first twenty-four hours following, 
about 4 liters of urine were withdrawn by the 
catheter from the right ureter. Cystoscopy and 
examination on the fifth day after the first opera- 
tion showed that both ureteral orifices were blocked 
by the catgut sutures about the bladder. The urine 
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was drawn off by the lumbar wound but on the 
fifteenth day, when the catgut sutures had become 
resorbed, spontaneous and voluntary micturition 
by the urethra became re-established. 

The author concludes from this case that total 
bilateral obliteration of the ureters can be sup- 
ported for a period of sixty hours with only slight 
discomfort due to the distension of the renal pelvis 
and capsule, and without symptoms of uremia. 

By the elimination of the urine through the 
ureteral fistula the right kidney functioned per- 
fectly and assumed also the function of the left 
kidney. 

Para-ureteral ligature does not necessarily cause 
permanent occlusion of the ureter or its rupture 
with the formation of urinary abscess or infiltration. 

By the elimination of urine through the fistula 
of the right ureter the left kidney supported occlu- 
sion of its ureter for fifteen days. 

Ureterostomy with drainage of the kidney pelvis 
was in this case an operation of urgency and saved 
the patient’s life. There was complete restitution 
of function. 

The essential difference between the author’s case 
and those in which the ureter is opened for the 
delivery of a ureteral stone lies in the fact that in 
the latter the obstruction disappears with the 
operation whereas in the former continued catheteri- 
zation of the renal pelvis was necessary. 

W. A. BRENNAN. 


BLADDER, URETHRA, AND PENIS 


Legueu, F.: Azotemia in Urinary Retention 
(L’azotémie des rétentionnistes urinaires). Presse 
méd., 1919, XXvii, 141. 


In addition to the fixed or slowly increasing 
azotemia which accompanies chronic Bright’s 
disease, the surgeon observes other types of varying 
degree, such as postoperative azotemia and the 
azotemia which occurs especially in cases of urinary 
retention. The latter, although chronic, are often 
curable as they are dependent upon urinary reten- 
tion alone. It is of this type that Legueu treats. 

The cases are cited of several patients with very 
high azotemia who were cured by treatment of the 
vesical retention alone, i. e., by regular and frequent 
evacuation of the bladder. Legueu believes that 
those who are most disposed to high azotemia are 
persons whose retention is incomplete. Complete 
retention demands relief but in incomplete retention 
the necessity of regular evacuation of the bladder is 
disregarded. 

A large number of patients who are not correctly 
treated or treated too late die of renal insufficiency. 
When retention is not of long standing and the 
urinary complications have not become definite, 
repeated catheterization re-establishes regular blad- 
der function. 

In cases of retention the condition is due to 
vesical pressure and not to any definite lesion of the 
renal parenchyma. 


The knowledge that azotemia of this type is 
generally curable is of great practical importance in 
regard to prostatectomy. A patient with retention 
who has marked azotemia is much more apt to 
stand the operative traumatism than a patient who 
does not have it as the toxins have been completely 
removed before operation. Removal of the toxin 
should therefore be the first step in the operation, 
and even in moderate azotemia the indication for 
such pre-operative treatment is definite. 

W. A. BRENNAN. 


Jacobs, L. C.: Diagnosis and Treatment of Glandu- 
lar Obstruction at the Neck of the Bladder. 
California St. J. Med., 1919, xvii, 56. 


There are certain glandular enlargements within 
the posterior portion of the sphincteric orifice of 
the bladder which produce anatomic changes and 
decided symptoms. Jacobs reports the histories 
of two cases cured by fulguration. 

Lowsley, in his original research, found a number 
of tubules in the posterior urethra which have a 
tendency to hypertrophy and grow within the 
sphincter. These he designated as _ subcervical 
glands or glands of Albarran. 

In the majority of the author’s cases there was a 

small bulging of the lower border or floor of the 
sphincter in the median line, some deformity of the 
trigon, and a prominent interureteric ridge close to 
and in back of the trigon. This swelling was small, 
regular in outline, and without lateral enlargement, 
making it appear that there was a depression on 
both sides. There was also an abrupt declivity into 
the posterior urethra and an enlarged verumonta- 
num. 
Jacobs uses the d’Arsonval current of about 300 
milliamperes, with the spark-plug regulated to 3 
milliamperes in length. This gives a fairly strong 
current and is not painful. With the McCarty 
cysto-urethroscope a small insulated electrode is 
inserted, and continuous irrigation is used. The 
entire procedure takes but a few minutes, no an- 
wsthesia being required. In some cases it is neces- 
sary to fulgurate two or three times at intervals of 
two weeks. In two of his cases there was a re- 
currence, one six months later, the other one year 
later. 

The author’s conclusions are as follows: 

1. There are a number of median bar obstruc- 
tions at the neck of the bladder of the glandular 
variety. 

2. These are either an enlarged median lobe 
of the prostate or Albarran’s glands. 

3. All patients with this condition can be re- 
lieved and the majority of them cured by means of 
the fulgurating current. Louis Gross. 


Pasteau, O.: Traumatic Lesions of the 


Deep 

Urethra (Les lésions traumatiques de l’urétre 
profond) J. d’urol., Par., 1918-1919, vii, 407. 

In the treatment of war wounds of the deep 

urethra at the base hospitals, a cystostomy is per- 
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formed if it has not been done already, and the 
perineal wound thoroughly drained. Suture of the 
perineal wound is avoided. The torn ends of the 
urethra are then placed in alignment and a per- 
manent catheter inserted. Later on, the perineal 
area is widely opened up. This area and any 
fistulous tracts are explored and left open for a long 
time, the cystostomy opening also being main- 
tained. Pasteau considers this the best procedure 
for the prevention or treatment of urethral stric- 
tures due to deep urethral injuries. 
W. A. BRENNAN. 


Le Fur, R.: Bullet Wound of the Gluteal Region 
and Pelvis with Extensive Rupture of the 
Urethra (Blessure par balle de la fesse et du bassin 
avec rupture étendue de l’urétre). Paris chirurg., 
1918, X, 313- 

The soldier whose case is reported by Le Fur had 
II successive operations as follows: (1) hypogastric 
section with right castration for retention of urine 
following a rupture of the urethra and pelvic frac- 
ture caused by a bullet which entered the gluteal 
region and came out through the right scrotum; 
(2) retention catheterization to re-establish the 
continuity of the urethra; (3) drainage of a large 
perineocruroscrotal abscess with removal of bone 
fragments in the left ischiopubic region; (4) resec- 
tion of the left hip for chronic purulent arthritis 
with lesion of the head and neck of the femur; 
(5) arthrotomy for purulent arthritis of the left 
knee; (6) evacuation of an enormous purulent col- 
lection in the right hip; (7) complementary arthrot- 
omy of the left knee with counter openings in the 
thigh; (8) evacuation of a collection in the left 
thigh; (9) evacuation of an enormous abscess in the 
right arm; (10) vesical autoplasty for hypogastric 
fistula; and (11) lithotrity for secondary calculi in 
the bladder. 

Le Fur says that this case shows that we ought 
never to despair, for the patient who was several 
times considered lost is now in excellent condition. 

The case is of particular interest also because, 
as far as is known, it is the only case reported of 
purulent arthritis of both hips complicated by puru- 
lent arthritis of the knee. 

The treatment and the results show that hip 
resection is infinitely superior to ankylosis of the 
hip such as is observed after drainage or arthro- 
tomy. Both hips were not resected in this case 
because the patient’s condition would not permit it. 
The resected limb, even if weaker in its supporting 
power, gives a better functional result as regards 
walking than the ankylosed limb, and greater free- 
dom of movement. W. A. BRENNAN. 


GENITAL ORGANS 


Judd, E. S., and Crenshaw, J. L.: Prostatic Calculi. 
Minn. Med., 1919, ii, 52. 


In 3,180 cases of prostatic conditions there were 
20 cases of prostatitis in which true prostatic cal- 


culi were found, and 11 cases in which it was neces- 
sary to operate for the removal of false prostatic 
stone. These are reported. 

Prostatic calculi are divided by the authors into 
three groups. Two of these groups comprise true 
prostatic stonesas they are formed in the substance 
of the gland. The third group includes stones 
which are formed elsewhere, usually in the kidney, 
sometimes in the bladder, possibly in a divertic- 
ulum of the urethra, and passed into the prostatic 
urethra. These are known as false stones. In 
Group 1 are placed cases of true calculi in which 
the stones are the result of peculiar forms of pro- 
statitis. They arise from the acini of the ducts of 
the gland and may attain considerable size. These 
have as a nucleus the concretion and sediment of the 
prostate gland which are usually covered by layers 
of phosphates. There may be some urates as well. 
Lund says that hard microscopic bodies called 
“‘corporea amylacea”’ form in the prostate at any 
age. They consist of sediment from the prostatic 
secretion and at times become the nuclei of stones 
composed of lime. the triple phosphates and bicar- 
bonate of lime from the outer coats. Prostatitis 
is the important feature, the stone formation pro- 
bably being secondary. The stones are generally 
distributed throughout the gland, but may occur 
in isolated pockets outside the gland in front of 
the rectum. 

The treatment of all types of prostatic calculi 
is to remove the stones and remedy the associated 
condition. In some cases massage and irrigations 
relieve. The transvesical operation is recommended. 

I. 


McKillop, L.M.: An Improvement in the Tech- 
nique of Perineal Capsuloprostatectomy. Med. 
J. Australia, 1919, i, 48. 


The author first distends the bladder and then 
makes the ordinary suprapubic incision down to the 
bladder. This space is then packed with a large 
gauze sponge and the patient placed in the lithotomy 
position. The usual curved transverse incision is 
next made across the perineum and deepened until 
the perineal muscles are met. The plane of cleavage 
between the rectum and the bulb is sought and 
opened up. It will then be found that the prostate 
gland is lying low in a most accessible position. 

The dissection is further deepened until the false 
capsule is exposed, and continued externally to that 
structure. Counter pressure is then made over 
the hypogastric swab until the prostate is pushed 
down almost flush with the perineum, when the 
subséquent steps are carried out under the guidance 
of the eye. The bleeding, which in these cases is 
usually a source of much danger, can be controlled 
with the greatest ease. The puboprostatic and the 
lateral true ligaments of the bladder are cut through, 
and with a little care the finger is hooked above the 
pelvic fascial capsule, the gland being separated 
from the base of the bladder outside of the internal 
sphincter. 
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When further separation is impossible, the blad- 
der wall is cut through in a circular manner. The 
vasa deferentia and the membranous urethra, with 
its contained catheter, are then completely divided 
and the prostatic capsule and its gland removed in 
toto. A fresh, large-sized catheter is then passed 
down the urethra to replace the one that was 
divided. The new catheter is guided into the 
bladder. All bleeding points are very carefully 
caught and ligated, and the redundant portion of 
the bladder wound closed with catgut, care being 
taken to avoid catching up the bladder mucosa. 
A gauze drain in a split tube is then introduced 
down to the base of the bladder. Iodoform gauze is 
packed firmly about this, and the lateral portion of 
the transverse perineal wound united by silkworm- 
gut sutures. The stitches are then cut in the ab- 
dominal wound, the gauze sponge is removed, a 
small drain inserted into the prevesical space, if 
necessary, and the remainder of the wound closed 
in the usual way. 

As would be expected, there is more or less incon- 
tinence after this operation, but in view of the fact 
that it is done for a desperate condition, this is not 
surprising. In any case, it is no more inconven- 
ient than the terminal suprapubic cystotomy usually 
demanded in these cases of malignant disease of 
the prostate. In the author’s opinion, the extra 
trouble of making an incision in the abdominal wall 
is more that compensated for by the splendid expo- 
sure obtained and the ease with which the hem- 
orrhage can be controlled. V. D. LEsPINASsE. 


Oraison, I.: Simultaneous Cancer of Both Testicles 
(Cancer simultané des deux testicules). Gaz. hebd. 
d. sc. méd. de Bordeaux, 1919, xl, 33. 


Oraison’s case of simultaneous cancer of both 
testicles was that of a man 50 years of age who, early 
in 1918, suffered a testicular traumatism. Some 
months later, when he had apparently recovered 


entirely, he made a journey of 15 kilometers on foot. 
Immediately afterward h‘s right testicle became 
swollen but not painful. This swelling increased 
and similar changes in the left testicle soon fol- 
lowed. The patient was put to bed and treated 
locally for two months. After a thorough examina- 
tion, operation was decided upon but diagnosis was 
reserved. In the region of the left testicle the 
vaginalis was filled with fluid and a testicular neoplasm 
was found involving the cord. The condition on the 
right side was similar. The tumor on the left side 
was removed, but the growth on the right was left 
in situ owing to the patient’s condition. _ 

Histologic examination of the tumor removed 
showed it to be an epithelial neoplasm having its 
origin in the seminal vesicles. 

The points of interest in the case are the bilateral 
position of the tumor which arose from a traumatism 
and the rapidity of its development (34 months). 
Most testicular neoplasms are sarcomata. 

W. A. BRENNAN. 


Sacco, A.: Orchivasovesiculectomy in Renal 
Tuberculosis (Orquivasovesiculectomfa en la 
tuberculosis renal). Semana méd., 1919, xxvi, 188. 


Sacco gives a detailed review of the surgical treat- 
ment of tuberculosis of the seminal vesicles for 
the past 27 years, since Villeneuve first performed 
vesiculectomy in 1890. 

In a small series of 8 cases treated by the author 
there were 33 per cent of failures among those upon 
whom simple castration was performed and 100 per 
cent recoveries among those treated by orchivaso- 
vesiculectomy. These cases have been followed for a 
year or more. 

Although different methods have been used by 
other surgeons, none has reported roo per cent of 
permanent cures. In the author’s opinion the more 
practical the operation the better the end results 

W. A. BRENNAN. 
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EYE 


Pringle, J. A.: Three Cases of Gas Infection of the 
Cornea Following Gunshot Wounds of the Eye. 
Brit. J. Ophth., 1919, iii, 110. 

The writer is unable to find any record of gas 
gangrene of either the face or the eye and concludes 
that the immunity of these parts is due to their 
extremely good blood supply, the fact that dirty 
clothing is not carried into the wounds with the 
fragments of metal, and the fact that the conjuncti- 
val sac is not a favorable site for the development of 
anaerobic organisms. 

The cornea being nonvascular and susceptible to 
interference with its circulation, the organisms of 
gas gangrene should there find favorable conditions 
for growth. 

Three cases were observed by Pringle in which af- 
ter severe injury the cornea was rapidly involved. 
In the last case the upper one-third became in- 
filtrated in forty-five minutes. Actual formation 
of the gas bubbles was observed in the cornea but 
not in the surrounding tissues. The organisms iso- 
lated were those usually found in infected war 
wounds and a few forms suggestive of vibrion 
septique. S. S. Howe. 


EAR 


Cutler, F. E.: Injuries of the Auditory Canal 
Resulting from Projectiles, with Special Refer- 
ence to the Separation of the Cartilaginous 
_ the Bony Canal. Laryngoscope, 1919, xxix, 

2. 


Cutler points out that injuries to the external 
auditory canal, while fairly rare in civil practice, 
are rather common in modern warfare. 

Such injuries he classifies as follows: (1) In- 
juries to the bony canal; (2) injuries to the car- 
tilaginous-membranous canal; (3) injuries to the 
membranous, cartilaginous and bony canal; and 
(4) separation of the cartilaginous-membranous 
canal from the bony canal. 

The treatment instituted for these various lesions 
and their complications at the Royal Hospital in 
Vienna is reported, and a detailed description given 
of a skin-flap operation devised by Ericht Ruttin 
for the repair of the membranous canal. 

J. J. Hompes. 


ee ye Vestibular Reactions in 541 Aviators. 
Am. M. Ass., 1919, \xxii, 716. 


we amount of flying which had been done by 
the men examined varied from that of cadets who 
had just begun to that done by officers who had 
flown one thousand hours. 
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The data was collected in answer to statements 
in several articles that repeated stimulation, such 
as experimental turning or flying, lessens the re- 
actions. 

It was found that nystagmus is not diminished 
by repeated turnings. Although vertigo was not 
timed, past-pointing and falling were slightly dimin- 
ished in those who had flown one hundred hours or 
more, being most noticeable in the flyers who had 
flown the most. As past-pointing and falling are 
objective signs of vertigo, this diminution was due 
to the fact that the flier had learned to interpret 
the vertigo and more rapidly recovered his poise. 

J. J. Homes. 


Stickney, O. D.: Report of a Case of Bilateral 
Acute Suppurative Otitis Media with Symp- 
toms of Sinus Thrombosis. Laryngoscope, 1919, 
XXix, 90. 


The author reports in detail the case of a woman, 
52 years of age, on whom he performed a double 
mastoidectomy for bilateral streptococcic mastoidi- 
tis. The mastoid symptoms were complicated for 
several days previous to the operation by septic 
temperature and several distinct chills, one of 
which lasted for eight minutes. There was a leu- 
cocyte count of 16,000 and pain in the right arm 
and left ankle. On the day of the operation the 
patient was completely unconscious. A tentative 
diagnosis of sinus thrombosis was made. At 
operation both lateral sinuses were well exposed but 
appeared so normal that only sterile hypodermic 
punctures were made above and below in both of 
them. Cultures from the sinuses were negative. 
Following the operation, the temperature did not 
return to normal. Five days later an incision made 
in the right elbow, which was swollen, released one 
ounce of pus. Cultures of this pus gave the same 
streptococcus as that recovered from the mastoids. 
A swollen left ankle was also incised but in this 
case no pus was found. 

In spite of the drainage established by the several 
operations, the chills, temperature, and pain in the 
head and the general symptoms of sinus thrombosis 
continued. As the cause seemed to be in the right 
sinus, the jugular vein was then ligated. No 
thrombosis being found, the left sinus was incised. 
There was a free flow of blood which was stopped by 
iodoform packs. 

The author is satisfied that in this case both veins 
were so obstructed that no blood could pass through 
them and that the absence of brain symptoms was ' 
due to the fact that the return flow of blood from 
the brain was well taken care of by the collateral 
circulation. The patient completely recovered. 

J. J. Hompes. 
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NOSE 


Cohen, L.: Bone and Cartilage Grafting in the 
Correction of External Deformities of the Nose. 
South. M. J., 1919, xii, 151. 


Cohen discusses various phases of bone and 
cartilage grafting in the correction of external 
deformities of the nose, adding 5 case reports with 
photographs of the patients before and after opera- 
tion. 

In regard to the question as to whether it is better 
to use bone,or cartilage, the author lays down the 
sensible proposition that where bone existed formerly 
bone should be preferred, and where cartilage existed 
formerly cartilage should be used. 

Rib transplant is preferred to tibial transplant 
because, in the author’s experience, the latter has 
not grown fast to the underlying bone. The method 
in obtaining and placing the graft is as follows: 
“After exposing the seventh or eighth rib by the 
usual incision, a section 3 to !4 in. wide and of the 
necessary length is taken from the center of the 
outer table down to the diploic structure with a 
sharp, narrow chisel, and a strip of cartilage slightly 
wider and thicker, from the adjoining costal cartilage, 
care, being exercised not to break the connection 
between the two portions.” 

Cohen invariably retains a periosteal and peri- 
chondrial covering on the side of the transplant 
which is to come into contact with the skin. The 
subcutaneous method of placing the graft is preferred, 
i.e., through incisions within the vestibule of the 
nose. 

The following rules are necessary for success: 

1. Prevent infection by careful asepsis of the 
field from which the graft is taken and that to which 
it is transferred, never allowing the graft to touch 
the skin edges during manipulation. 

2. Avoid handling implants with the fingers, 


_ gloved or ungloved, but hold them with sterile 


forceps or some other suitable instrument which has 
not been used during the operation for any other 
purpose. 

3. The recipient wound should be freed of all 
blood clots, and active bleeding should be stopped 
before planting the graft. 

4. The surgeon must be certain that the under 
surface of the graft is in contact with bone freed 
entirely of periosteum. 

. In cases of septal abscess no attempt at 
grafting should be made until three months after all 
active suppuration has ceased. 

When there has been septal suppuration, it is 
necessary to furnish some substitute at the lower end 
of the dorsal graft. When the septal mucous mem- 
brane is intact, it is the author’s custom, before 


etherizing the patient, to separate these membranes 
under local anesthesia as if for a submucous re- 
section, thus preparing a bed for a thin section of rib 
cartilage extending from the anterior nasal spine up 
to the dorsal graft. The patient is then at once 
etherized and the grafting operation completed. 
This septal implant, if properly shaped, will also give 
support to a flaccid columna. Should a perforation 
in the mucous membrane make the septal graft 
impossible, a narrow strip of cartilage placed in each 
ala nasi, one end resting on the maxilla and the other 
against the dorsal graft, will furnish satisfactory 
support. O. M. Rort. 


Harris, T. J.: Report of a Case of Meningitis Fol- 
lowing Operation Upon the Middle Turbinate, 
with Autopsy Findings Showing an Old Per- 
foration of the Cribriform Plate of the Eth- 
moid. Ann. Otol., Rhinol. & Laryngol., 1919, 
XXVii, 1241. 

Harris reports a death from pneumococcic 
meningitis at Fort Oglethorpe following the removal 
of a cystic middle turbinate by means of the cold 
snare. The patient gave a history of having sus- 
tained a fracture of the nose twelve years before 
which had incapacitated him for two weeks at that 
time but had caused him no trouble since. 

The diagnosis made on microscopic examination 
of the tissue removed at operation was acute phleg- 
monous rhinitis superimposed upon chronic hyper- 
trophic rhinitis. The postmortem findings showed 
that the contributory cause of death, was operation 
upon cystic degeneration of the middle turbinate 
complicated by failure in the formation of the 
cribriform plate of the right ethmoid bone on the 
side operated upon. 

When the brain was removed it was noted tha 
the anterior lobe of the cerebrum was adherent to 
the cribriform plate of the ethmoid of the right side. 
The fact that some of the brain structure was torn 
in the removal indicated that the condition was 
chronic. In the middle portion of this cribriform 
plate was an opening 5 mm. in diameter with a 
necrotic center. This necrosis included the dural 
covering. In the opinion of the pathologist there 
was little doubt but that the perforation in the 
plate had existed since the time of the injury 
twelve years before and that there was probably a 
direct communication between the cystic turbinate 
and the brain. 

Another case seen recently at Camp Lee in the 
service of Major E. W. Day is also reported. In 
this instance the postmortem examination showed 
the presence of an old necrotic cribriform plate and 
gave evidence that a localized meningitis had existed 
before operation. 
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In a similar case of his own the patient was 
operated upon under general anesthesia. He took 
the anesthetic very badly and after its administra- 
tion never regained consciousness. The next morn- 
ing he passed into convulsions and later lapsed into 
coma in which he died on the third day from cere- 
brospinal meningitis. A few moments after death 
a thin stream of cerebrospinal fluid escaped from 
the cribriform plate on the side operated upon. The 
two other cases here reported and those in the liter- 
ature lead the author to the conclusion that this 
last patient had a latent meningitis at operation and 
that in every instance most extreme care should be 
taken in operating on the middle turbinate. 

J. J. Hompes. 


THROAT 


Harris, T. J.: Anchylosis of the Crico-Arytenoid 
Articulation, with Report of a Case Presenting 
Involvement of Both Joints and Requiring 
Tracheotomy. Laryngoscope, 1919, ccic, 139. 

A case is reported of bilateral crico-arytenoid 
anchylosis which, when compared with other cases 
reported in the literature, leads the author to the 
conclusion that it is reasonable to assume that the 
condition may arise from foci of infection located in 
any part of the body and especially in the upper 
respiratory tract. The pathology in this instance is 
the same as in other arthritides. 

The development of an anchylosis of this kind is 
possible following prolonged paralysis from any 
cause or from erosion at the joint following local 
infection. 

Early tracheotomy is advised when there is 
dyspnoea. J. J. Hopes. 


Iglauer, S.: Some Original Methods of Treatment 
of Laryngeal Stenosis. Ann. Otol., Rhinol. & 
Laryngol., 1919, xxvii, 1233. 

The author’s method of treatment is dilatation by 
means of a rubber tube doubled upon itself. This 
procedure is based upon the well known effect of the 
continuous elastic pressure of rubber tubing in 
promoting the resorption of cicatricial tissue. 
It is pointed out that the method is applicable only 
to cases in which the patient is wearing a tracheal 
cannula or cases in which it is deemed best to per- 
form a tracheotomy as part of the treatment. 

The technique consists in passing a cord by way 


of the opening in the trachea up and into the mouth 
by means of a metal carrier. The cord is then grasped 
and held by forceps, the carrier being withdrawn. 
One end of the cord is left hanging out of the mouth 
and the other end through the tracheotomy wound. 
By means of this cord a rubber tube of the proper 
size and sufficiently long so that when doubled 
on itself it will just reach from the arytenoids to the 
upper margin of the tracheotomy cannula can be 
drawn into place. The free ends of the tube are 
tied securely with another cord which extends out 
of the mouth and is secured to the cheek by ad- 
hesive plaster. This second cord not only aids in 
placing the tube in the trachea properly and re- 
moving it when it is necessary every few days, but 
collapses the ends of the tubing so well that an 
air-cushion effect is obtained. 

By means of the tracheal cord, which is kept in 
place by winding it around the tracheotomy tube, 
other tubes of a larger size may be drawn into place 
without the use of the metal carrier. Also, intuba- 
tion tubes with holes drilled at their distal ends 
may be inserted in the same way as soon as the 
stenosis has been sufficiently overcome. Thus the 
objectionable feature of the tubing, obstruction to 
oronasal breathing, is done away with as soon as 
possible. The intubation tubes are increased in 
size, padded and lengthened to reach the tracheot- 
omy tube by slipping rubber tubing over them. 

J. J. Homres. 


MOUTH 


Federspiel, M. N.: Dermoid Cysts Lying Within 
the Floor of the Mouth. Internat. J. Orthodont. 
€F Oral Surg., 1919, V, 129. 


Two cases are reported. According to Blair, 
dermoid tumors in the mouth occur either beneath 
the skin between the geniohyoglossus muscles or 
laterally below the angle of the jaw. In both of the 
author’s cases the tumors had their origin bétween 
the geniohyoglossus muscles and were removed 
through a vertical incision extending from the chin 
to alittle above the hyoid bone. In one case the 
teeth had been forced apart, but in the other there 
was no derangement of the dental alignment. Dur- 
ing the operative procedure pressure was made upon 
the tongue and the tumor mass was forced through 
the separated muscles and easily removed by blunt 
dissection. P. W. Sweet. 
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